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The  Health  Care  Financing  Administration  was  established  in  March  1977  to  combine  HEW's  health 
financing  and  quality  assurance  programs  into  a  single  agency.  HCFA  is  responsible  for  the  operation  of 
the  Medicare  and  Medicaid  programs,  the  Professional  Standards  and  Review  Organization  program, 
Federal  survey  and  certification  efforts,  and  a  variety  of  other  health  care  quality  assurance  activities. 

The  mission  of  the  Health  Care  Financing  Administration  is  to  promote  the  timely  delivery  of  appropriate, 
quality  health  care  to  its  beneficiaries— approximately  45  million  aged,  disabled,  and  poor  Americans. 
HCFA  is  committed  to  making  beneficiaries  aware  of  the  services  for  which  they  are  eligible,  promoting 
the  accessibility  of  those  services  and  ensuring  that  HCFA  policies  and  actions  promote  efficiency  and 
quality  within  the  total  health  care  delivery  system. 

Description  of  office  issuing  Publication  . . . 

The  mission  of  the  Health  Standards  and  Quality  Bureau  (HSQB)  is  to  direct  activities  to  assure  that 
health  care  services  provided  under  Medicare  and  Medicaid  are  furnished  economically  consistent  with 
recognized  professional  standards  of  care.  To  help  carry  out  this  mission,  the  Division  of  Hospital  Serv- 
ices (DHS)  in  the  Office  of  Standards  and  Certification  (OSC),  develops,  implements  and  monitors  health 
quality  and  safety  standards  and  other  health  care  policies  for  hospitals  and  end-stage  (ESRD)  facilities; 
reviews  and  analyzes  existing  standards  and  guidelines  to  determine  their  effectiveness  and  impact  on 
utilization,  quality  and  cost  of  services;  and  develops  and  implements  programs  to  assure  that 
beneficiaries  receive  efficient  and  quality  health  care. 
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Patient  Care  Planning  Manuai 

This  manual  is  an  essential  component  in  a  systematic  approach  to  planning  for  the  care  and  treatment 
of  end-stage  renal  disease  (ESRD)  patients  and  will  facilitate  the  identification  of  patient  priorities  as  well 
as  the  effective  utilization  of  staff  time.  Federal  regulations  require  that  planning  for  the  care  of  ESRD  pa- 
tients be  individualized,  involve  numerous  professions,  and  that  plans  clearly  reflect  patient  preferences 
in  terms  of  their  medical,  social,  psychological  and  functional  needs.  This  manual  is  designed  to  provide 
technical  assistance  in  developing  care  plans  and  long-term  programs  for  ESRD  patients. 
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INTRODUCTION 

A  systematic  approach  to  planning  for  the  care  and  treatment 
of  end-stage  renal  disease(ESRD)  patients  is  essential  to  facilitate 
the  identification  of  patient  priorities  as  well  as  to  utilize  val- 
uable staff  time  effectively.   Federal  regulations  require  that  plan- 
ning for  the  care  of  ESRD  patients  be  individualized,  involve 
numerous  professions,  and  that  plans  clearly  reflect  patient  prefer- 
ences in  terms  of  their  medical,  social,  psychological  and  functional 
needs. 

In  order  to  be  effective  and  meet  the  needs  of  ESRD  patients 
(in  addition  to  meeting  federal  requirements) ,  an  approach  to  care 
planning  and  treatment  modality  selection  is  needed  that  will: 

•  support  the  highest  level  of  rehabilitation  and 
independence  for  each  patient 

•  preserve  the  patient's  respect  and  dignity 

•  encourage  selection  of  the  least  restrictive  form  of 
therapy,  i.e.  self  or  home  dialysis  or  transplantation 

•  promote  the  most  effective  use  of  staff  time. 
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PURPOSE 

Results  of  ESRD  facility  surveys  and  studies  performed  by  network 
Medical  Review  Boards  indicate  a  wide  variety  of  interpretations  of 
federal  standards  for  "long  term  programs"  and  patient  care  plans. 
Everyone  would  agree  that  a  systemmatic  approach  to  the  development 
of  long  term  programs  and  patient  care  plans  is  useful.   A  treatment 
plan  that  is  individualized  for  each  patient  can  help  the  patient 
and  staff  members  understand  the  relationship  between  the  treatment 
and  the  patient's  specific  needs  or  problems  and  strengths  in  the 
attainment  of  patient  goals. 

The  primary  purpose  of  this  manual  is  to: 

•expand  on  the  federal  regulations  for  long  term  programs 
and  patient  care  plans; 

•suggest  approaches  to  treatment  planning  activities  that 
may  enhance  the  patients'  potential  for  independence  and 
promote  the  effective  use  of  staff  time; 

•provide  ideas  in  the  development  of  care  plans  to 
strengthen  existing  planning  activities  through  a  self- 
assessment  guide; 

•provide  suggestions  for  the  development,  implementation 
and  documentation  of  a  planning  process;  and 

•guide  staff  training  in  understanding  an  approach  and 
working  effectively  with  ESRD  patients  in  the  attainment 
of  goals. 

In  addition  to  improving  compliance  with  federal  standards,  a 
systemmatic  approach  to  the  selection  and  attainment  of  individualized 
patient  goals: 

•streamlines  documentation, 

•strengthens  interdisciplinary  coordination, 

•facilitates  meaningful  patient  involvement  in  planning,  and 

•  improves  continuity  of  care. 

Because  ESRD  is  a  chronic  illness,  staff  will  find  it  useful  to 
understand  and  adopt  a  philosophy  consistent  with  long  term  rehabili- 
tative needs  of  patients  while  continuing  to  provide  the  highly 
technical  skills  often  required  of  them  to  manage  acute  problems.   In 
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this  setting  the  patient  will  often  assiome  greater  responsibility  for 
the  selection  and  implementation  of  his  individual  goals  and  treatment 
regimen  than  in  an  acute  care  setting.   By  developing  patient  centered 
plans,  rather  than  individual  discipline  plans,  all  staff  are  likely 
to  direct  their  efforts  toward  similar  goals  for  each  patient,  thereby 
improving  continuity  of  care. 

Regularly  scheduled  planning  activities  and  use  of  a  prescribed 
format  can  help  staff  understand  their  responsibilities  and  their  role 
in  the  writing  and  monitoring  of  plans  and  of  the  progress  toward  the 
achievement  of  goals.   A  clearly  written  plan  not  only  documents  patient 
and  staff  acomplishments,  it  provides  a  basis  for  improved  communication 
and  cooperation  among  staff  members  and  with  patients  and  their  families. 
During  planning  meetings  physicians  often  find  that  conversation  is 
more  specific;  and,  due  to  work  done  by  staff  prior  to  the  meeting, 
plans  can  be  completed  in  less  time. 
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REQUIREMENTS  FOR  LONG  TERM  PROGRAMS 
PATIENT  CARE  PLANS 

Long  term  programs  and  patient  care  plans  are  Intended  to  focus 
on  Individual  patients  and  complement  the  requirement  that  facilities 
develop  goals  consistent  with  network  goals  to  encourage  all  eligible 
patients  to  receive  a  transplanted  kidney  or  carry  out  home  dialysis. 
The  long  term  program  and  patient  care  plans  are  to  be  Individualized 
and  developed  by  a  multldlsclpllnary  team  whose  efforts  are  coordinated 
and  patient  oriented. 

On  the  following  pages  regulations  that  relate  to  the  development 
of  long  term  programs  and  patient  care  plans  are  summarized.   In  addi- 
tion the  implications,  advantages  and  disadvantages  of  each  require- 
ment are  outlined.    ESRD  staff  might  find  it  helpful  to  review  the 
actual  language  of  the  regulations  to  expand  on  the  concepts  that  are 
stated  here. 


z 
o 

< 

I— 


c   >    o   w 


u 

>.  u 

n! 

T3 

m  -H 

c 

E  -1 

tf) 

nl 

o 

>,  a. 

(U 

M 

<i> 

X) 

r: 

£     0] 

e 

iH 

u  X 

0) 

a. 

jj 

H 

o 

* 

CO    o 

B 

61 

(U    iJ 

m 

> 

(U 

OJ 

u  -o 

u 

•n 

-4      dJ 

(— (    u 

■V 

r-i 

c 

O    u 

0) 

<H 

a  mh 

u 

*J    -H  (0 


u-j   0)  j::   o   01 


S2 


ID 

ffl 

,_, 

-H 

3 

p 

W 

M 

CT 

o 

o 

j-> 

(U 

at 

o 

o 

o 

4-f 

x: 

i-i 

s: 

rH 

u 

iJ 

ffl 

■— ( 

ij 

u^ 

:» 

ffl 

OJ 

bO 

01 

n 

rt 

M) 

Q> 

m 

4J 

x\ 

O 

J3 

u 

iJ 

4-1 

c 

c 

4-1 

n 

u 

0) 

i-J 

QJ 

•H 

■U 

^ 

bfi 

« 

O 

•H 

(li 

:3 

M 

r. 

4-> 

U 

W) 

T) 

u 

O 

(U 

m 

•H 

c 

1-1 

J3 

>, 

a. 

at 

>^ 

at 

>4-l 

B 

(0 

^ 

j_) 

u 

•4-1 

4J 

at 

R 

u 

u 

^ 

H 

0) 

•H 

m 

:? 

W) 

a 

c 

m 

f— 1 

u 

Fi 

:» 

tu 

T) 

ffl 

O 

■H 

(fl 

OJ 

c 

o 

o 

O 

at   o   u  4-1 
Jj  <4-t    3    c 


c   o  4J   at 


^ 

3 

>^ 

o 

u 

1 

£ 

ffl 

1 

n 

r: 

4J 

F 

CL 

Tl 

•i-* 

c: 

O 

at 

ffl 

ffl 

•* 

OT 

«-H 

F 

■r^ 

01 

Jl 

o 

a. 

jt: 

in 

> 

u^ 

C) 

u 

ffl 

at 

cn 

ij 

n 

x» 

•n 

c 

13 

3 

:> 

0 

O 

U-l 

>, 

a> 

o# 

c 

x: 

ffl 

at 

n 

JS 

V) 

(0 

4J 

tn 

r. 

•H 

4J 

a> 

at 

u 

D 

:* 

ffl 

i-i 

D. 

^ 

C 

at 

0) 

m 

T3 

c 

cn 

a> 

at 

v> 

> 

1^ 

ffl 

x: 

tn 

V) 

•H 

0) 

•n 

a. 

4-1 

•r-l 

01 

4-1 

X) 

C 

OJ 

u 

o 

o 

Lt 

P. 

o 

> 

(^ 

£ 

01 

c 

V) 

0> 

at 

3 

c 

0 

•H 

U-i 

R 

u 

o 

0) 

u 

u-l 

c 

> 

r 

u 

4-1 

c 

01 

u^ 

Ot 

r 

CO 

m 

0 

M-. 

1-( 

a> 

c 

u 

•H 

C 

ffl 

4J 

<4-l 

••H       tB    iJ    (TJ 
U    T3        0)     to 


2    u     <  e  -u 


iJ     (Q     01     O 


-H     «J    »J     C 


UJ 

o 

< 

Z 

$ 

< 


X  TJ 

fl 

tn 

tn 

f-H 

3 

4J 

C 

01 

u 

71 

01 

tn 

nl 

•n 

01 

B 

3  J= 

J3 

•H 

O    u 

01 

» 

a. 

> 

H 

U 

C 

o 

0 

01 

tn 

Ji    c 

a. 

.c 

•a 

u 

S 

u 

c 

a. 

tn 

0) 

a. 

<ll 

tti 

tu 

0) 

w    B 

01 

m 

lu 

•H 

01     UJ 

■o 

tn 

tn 

01 

tn 

O 

J3  j: 

c 

■o 

ij 

B    u 

(U 

r. 

u 

u 

tn 

0) 

« 

0) 

o 

e  u-i 

Ou 

tl 

T) 

s 

a 

o 

H 

c 

o 

0) 

(w 

^ 

to 

<0 

a 

r: 

tM 

tn 

1«   T) 

ki 

u 

iJ 

o 

1= 

m  01 

tM 

o 

tn 

3 

c 

t) 

t) 

ij  ij 

o 

>^ 

O 

0) 

u 

3 

to   o 

01 

m 

4J 

0) 

tn 

01 

4J 

> 

u 

Fi 

4-1 

n 

^H 

i-H     Q, 

c 

Ul 

0) 

OJ 

•^ 

o 

> 

> 

.H     X 

OJ 

3 

u 

£ 

u 

T^ 

0) 

01 

<:  01 

B 

tn 

ex. 

i_l 

3 

i-i 

a: 

u 

(^    4J 

■O   H  -H 
C   .-I    B 


o 

•-(  -a 

rH 

> 

1 

to    0) 

tn 

c 

R 

•O     4-1 

o 

1-* 

o 

o   o 

OC  Ou 

o 

B    0) 

(J 

T) 

E^ 

c 

01 

0)     OJ 

01 

I-I 

j-i   tn 

01     01 

tn 

m 

tl  j: 

•o 

■H     01 

u 

01 

tn 

u  x> 

tlO 

E 

jj 

a. 

c   u 

c 

o   o 

o   o 

o 

01 

u    u 

1— 1     lAJ 

u-l 

B 

a. 

c 

tn 

a.  >. 

to   c 

tn 

ffl   rH 

01    o 

0) 

OJ 

•0   .-1 

01 

tn 

u    J<i 

3    iJ 

u 

tn 

to  .H 

I-H      O 

X     4J  4J 


to    01 
3   u 


O    01 


u  u        ^ 


01   3      .£>  eo 


4J  ^H    01    to 

c   to  j:   o 


01 

4-1     B 

t-1    to 

•^  -0 

•H     01 

u   c 

-  to 

£   T3 

to    to 

01    -H 

3  -H 

43  S 


i-ifflBD.         M>D.-H 


B 

tn 

m 

4J 

•H 

c 

01 

c 

nj 

u 

to 

a. 

oJ 

B  X  tn  01 

01    4J  3  x 

B    -H  tj  4J 

3  O 


£    O    to    01 


01     C    ■rf   ■-I 


O     01 

to    -H 

a 

c 

C  --1 

>, -o 

01 

-1   n 

X     01 

^ 

a 

tn   1- 

a  B 

P9 

tn 

to 

Z 

Q 
u 


O 

< 
O 

z 
< 


< 

UJ 

Q 

UJ 


4J     4J      to    .H 


o    to    CX  iw 


a. 

tJ 

U 

n 

3 

01 

01 

0 

o- 

01 

X 

01 

1-1 

u 

■H 

4-1 

u 

T-t 

n. 

4J 

> 

to 

Tl 

to 

01 

c 

tifi 

4-1 

Li 

01 

r 

r. 

I-I 

T3 

01 

Tl 

to 

o 

n 

H 

C 

4-1 

> 

c: 

01 

to 

to 

O 

to 

•^ 

tn 

I-I 

o. 

u 

tn 

01 

c 

a 

R 

c 

m 

•-4 

■H 

01 

tn 

U 

tn 

01 

B 

1-1 

01 

tl 

91 

01 

g 

rH 

to 

Tl 

> 

<i 

O 

tj 

u 

3 

!U 

o. 

t> 

u 

rH 

01 

tl 

> 

UJ 

o 

X 

r 

n 

< 

o 

Q^ 

4J 

■w 

01 

w 

U-l 

X 

c 

Li 

O 

f^ 

■H 

3 

tn 

^ 

U 

1/1 

c 

T) 

0 

X 

01 

01 

a 

01 

14 

01 

to 

c 

01 

01 

u 

X 

>, 

01 

01 

X 

u-l 

•o 

X 

4J 

u-l 

4J 

m 

3 

o 

4-1 

o 

u-l 

4J 

tn 

X 

.r4 

^t 


^ 

0) 

a  c 

•H 

j^ 

^ 

4-1 

w   at 

iH 

R 

0 

0) 

at  *H 

0 

0) 

ft. 

T3 

U    u 

a> 

B 

in 

01 

4J 

01 

to   d 

01     01 

> 

■rt      01 

u    tn 

a. 

;c 

n   B 

to   tn 

R 

o 

o 

C   in 

to 

0 

> 

O    X 

tn 

u 

4J 

c 

U     01 

Li     Li 

n 

D' 

tn 

01    t4 

01 

c 

f-i 

0)   tn 

X     01 

X 

(11 

rJ 

-H     to 

IB    X 

• 

X 

01     4J 

o 

01 

01 

T3    rH 

B 

4-1 

Li 

4J 

X 

01   •-! 

c 

01 

tn 

4J 

4J     CO 

S   '^ 

a. 

X 

3 

U     Li 

t- 

R 

F. 

c 

01     01 

01    T) 

►J 

01 

o 

rH      > 

4J     01 

B 

tt 

01    o 

tn 

01 

Uh 

4-1 

tn 

rH    to 

X 

B 

UH 

c 

01 

rH    X 

4J 

to 

O 

01 

>.x 

to 

01 

4J 

ti 

4J     4J 

IH 

4J 

to 

a 

-H 

u-l     >, 

o 

n 

rH     X 

O     Li 

IM 

Tl 

>s 

ffl      4-1 

to 

01 

AJ 

01 

T3   -H 

m   to 

> 

Li 

•H 

> 

0     3 

4-1   to 

tn 

-rt 

rH 

01 

e 

3   01 

4J 

3 

•H 

Tl 

4J 

o.  u 

c 

cr 

U 

01  c 

C    01 

01 

01 

to 

C 

X    01 

HH     c 

e 

a: 

UH 

H     4J 

>  tw 

•^  ffl   TJ 

4J  4J     0) 

ffl  tn   4j 


v 

m 

iJ 

^ 

tn 

ffl 

ffl 

D 

at 

3 

O 

u 

ffl 

to 

■r-l 

i-i 

00 

t3 

c 

4-) 

JJ 

o 

u-(  ffl    ffl    C 


01 

01 

in 

to    01 

T) 

0 

•rj 

01  ^ 

C 

a 

Q. 

o 

V 

01 

01 

B 

R 

R 

c  o 

4H 

Li 

o 

01     4-1 

4J 

tn 

in 

o 

Li 

to 

3 

M 

b 

C 

01     >, 

c 

ffl 

C 

4J 

o 

01 

UH    rH 

w 

0 

tn 

UH 

R 

0)     01 

4J 

Li 

4-1 

3 

4H 

to 

u  -i: 

e. 

O 

01 

B 

c 

tn 

Ci.   -rl 

T) 

01 

n 

01 

in 

01 

01 

tn 

fi 

Li 

hH 

iH 

o 

no 

X 

4J 

on 

01 

4J 

tin 

C     01 

4J 

c 

X 

X 

u 

-H    u 

> 

■^ 

u 

B 

01 

E 

4J      O 

c 

c 

4_l 

3 

01 

Li 

01 

to    B 

■r4 

01 

(0 

B 

01 

u 

01 

4J 

Tt 

■tH 

4J 

o  cn 

Tl 

tn 

fi 

UH 

R 

c 

D.'H 

01 

o 

to 

01 

m 

Oi 

cm 

iH 

4J 

tm 

01 

t 

01 

H 

c 

O     4J 

tn 

4-1 

c 

tn 

4J 

Tl 

rJ 

o 

u  c 

01 

c 

4J 

tn 

C     01 

Li 

01 

c 

X 

01 

> 

Oil 

01 

iH 

c 

3 

o 

tn 

o 

C 

T) 

4J 

LI 

4-1 

11 

tn 

to 

to 

Li 

C 

>^    to 

r. 

ffl 

01 

u 

to 

Oi 

4J 

to 

CO  a 

•H 

a. 

a 

u 

E 

C    UH 

0) 

ffl    O 

01 

f-l 

X) 

4J 

a.  c 

0 

tn 

txi 

01    -H 

c 

c 

Li     4H 

0 

o 

ffl      ffl 

a 

U     4J 

cn 

c 

at 

01 

4J      01 

u 

Tl 

C    B 

01     01 

u 

3 

o 

oil 

»j   a. 

IJ 

ffl   e 

u 

o 

O.    -rl 

•O     0)    D-     ffl 


-rl 

H 

tn 

c:   o 

UH 

c 

ffl  ^ 

w  cu 

O 

ffl 

e  u 

.rl 

o   o 

ffl    0- 

41 

tl 

■n   D. 

tn 

to 

00    OCX 

.rH 

to 

>s    Li 

o   t: 

<J 

> 

>N 

X    0 

iH      -tH 

ffl 

■a 

X 

Ou    U4 

a.  c 

01 

< 

a 

b;  rH    4J 


DC       X     01    4J 


01     01     01 

to     -rl 

CO 

4-1      C    X 

>,rH 

4-1 

3    C    LI 

X    -H 

d 

a  o 

a.  u 

01 

d  in  UH 

ffl 

Ou 

E 

■rl     IH     o 

•a  UH 

H 

4.1 

01 

d 

rJ 

ffl 

Tl 

X  a.  01 

CO  on 

01 

01 

4J             Li 

d 

n 

Li 

T) 

•rl    rH      ffl 

d    -rl 

-H 

4J 

01 

SOU 

O     d 

01 

d 

01    hH 

01 

Q 

d 

01     O     01 

OC    ffl 

4-1 

Qt: 

Li    -H   X 

Li     Li 

ffl 

tn 

to 

ffl   tn  LI 

3    4J 

o. 

iLl 

01 

u   tn 

in 

u 

01   d 

01 

u 

tn 

UH     U4      .rl 

LI     6 

u 

s 

0       O 

d    o 

LI 

01 

Li    T) 

ffl  X 

Li 

> 

01 

d   a.  01 

ffl 

o 

m 

01            > 

d 

a  ffl 

CL 

o 

a      LI    rH 

01 

09 

Li 

-rH      01      O 

d   B 

LI 

d 

01 

OCX     > 

4-1 

ffl    0 

tn 

to 

X 

01  LI  d 

to 

Li     Ih 

3 

4J 

U    0  -H 

a. 

H    UH 

e 

Oh 

o 

f-H    4J  ffl 


iH 

rH 

r 

O 

tn 

CL 

tn 

u  m 
d   o 

ffl 

Li 

T5 

4J 

O 

01    -H 

tn 

01 

d 

d 

.W     OOTJ 

4-1 

X 

ffl 

01 

4J      O 

01 

c 

LI 

R 

C 

01 

01 

o 

Of 

LI 

01 

a.  o 

r. 

d 

ffl 

fl 

X 

4-1 

T3 

o 

01 

tn 

X    u 

ffl 

d 

iH 

in 

o    >■ 

ffl 

a 

ffl 

4J 

01 

ffl    to 

c 

01 

in 

<j 

01 

O 

> 

> 

tn 

.rl 

X 

OS 

01 

to 

ffl 

Li     01 

4-1 

4-1 

tn 

tn 

O  X 

tJ 

UJ 

X 

01 

d 

. 

UH     4J 

c 

Uh 

o 

d 

ffl 

tn 

3 

O 

01 

ffl 

TJ 

T5   in 

X 

TJ 

01 

01    u 

Ul 

LI 

o 

.rl 

C 

V 

N     U 

Tl 

01 

4-1 

tn 

ffl 

d 

.rl      01 

d 

u 

tn 

in 

^    f-\ 

in 

d 

01 

T) 

ffl 

4H 

Tl 

4J 

ffl    UH 

01 

4J 

01 

o 

c 

01 

d 

d     01 

rH 

Li 

ffl 

Li 

OC 

01 

X 

01 

O    Li 

ffl 

01 

U 

iH 

■H 

hH 

in 

•f* 

UH 

3 

B 

U 

Li 

4J 

Li  Tl 

u 

OJ 

T3 

IT 

Li 

ffl 

U 

ffl 

01     d 

o 

Li 

d 

01 

01 

D. 

tn 

t:L 

CL    ffl 

tn 

D. 

LH 

Li 

4J 

y-t  ffl      CL 


VX 


en 

t 
o 

1 

I 

c 

to 
u 

O 

— 

4-t 

— 

O   T3 

a.       ^ 

>> 

OJ 

</) 

4.)    Uj      C 

C    CU 

c 

03    -H 

to  ^ 
0)    B 

.-1  s 

™  e  u 

(0  -< 
•H   to   a. 

1-4            W 
K    O    0 

o 

(0 

cn 

4J 

c 

>N       O 

X   X 
■3  = 

QJ      4-* 

AJ   d 

01 

4J 
J-1 

oo 

4J 

d 

01 
E 
QJ 
> 

O    -H 

4J     QJ     OJ 
•H     Ll    ^ 

01 

Cfl 
> 
u 

01 

tn 
d 

0  ^ 
1^   (fl 

Li     B 
tfl     Ll 

OJ     CT3    h-i 
B    X    -<    hJ 

0      4-)      CL 

Ll         cn    OJ 

Uj     4J      c    X 

•0     CO     iJ 
Ifl             Ll 

V) 

3     U 

QJ            4 

00 

Q> 
■1-1 

4-1 

1-t      Qi 

E    ^ 

-.-1     (0 

3 
o 

d 

4-1 

O 
> 

JD     (0 

CO    d    Ll    cn 

•H     QJ 

c 

U      O      LJ 

U4           3 

LJ     LJ     4-1      C 

tfl   d        -^ 

TJ     OJ       • 

UJ   QJ   tn 

0)      QJ        .      QJ 
L.      Lj    -rJ      OC 

■^    a        d 

3             X    (fl 

cr  4j   LJ  j:: 

(J     O    -H     u 

(fl     c   ^ 

O     to     U     OJ 
4-"     U     <fl    jC       . 

QJ  U-I    3  -a 

4J    X                       OJ 
.-1     E     U)       -  13 

3     QJ    -^     d     QJ 

t.'    E    tn    o    OJ 
•^         >,  QJ    d 

Uj     B    -H     00 
Uj     («     (fl     U     QJ 

■.-'     OJ    iH      :3     Ll 

Q  4-t  t:    cn   to 

Z 

o 

.60    (fl 

c 

■^  -o 
e  c 

(0 

C    T3 

00  c 

O           OJ 
u     C    £ 

o    » 

4J    -^ 

c 
c 

(0 

cn 

(T3 
CL 

0) 

E 
(0 

w 

^  _a 

QJ  " 

Li   m 

(0 

m  Si 

X 
01 

tn 

01 

e 

(fl 
CL 

U 

4-1 
1-1 

d 

•H 

4J 

d 

OJ 

m    X    QJ  1-1 

4J     OJ    X     i-t 

d  -<  u  ^ 

QJ     CL           > 
1^    E    W   1-1 
4J    O    3    iJ 

(0    U   X    o 

3-S 

01  X 
■H     0) 
>    -1 
01   ^ 
Ul   ^ 

•H    c    U 
T3     QJ   -H 
O     OJ   u-i 
E     3   u-i 

U-l      QJ    -D 

O   X 

< 

O     0) 

3     ™   -H 
■w     C     CO 

r 

QJ 

0) 

OJ 

4-} 

01 

(0 
CL 

Cfl 

ex           4J     (fl 
OJ 

3     4J 

a> 
d   tn  X 

nj 

0) 

J= 

AJ      Q; 

•H 

e 

a 

jj           C  X    "O     00 

O    01 

o    d 

e  •-^ 

O 
01     O 
.D     U 

U-(     14-1       (J     ^'-l 

-H    d   0) 

-O    t-f     D.  "O 
01     C 
01     01     <U     Q 
J3    iJ 

4J 

3 

4J 

-H    cn 
-^    o 

cj    E 

fa  — < 

UJ 

(0 

o 

01 

01 

4J 

c 

01 

d 

4-1 

Ui 
QJ 

00 

d 
1—1 

3 
T3 

__,        o  4-j   c   d 

\2           -H             (0    -H 

n       Aj  -o       d 
^        m   d  AJ   d 

u-           QJ     ffl     d     CO 
i^              3     4J      0)    r-J 

i:         D-  cn    B    CL 

Ll      4-1 

"^            QJ     OJ     (fl     OJ 
fl,            E    T3     QJ     Ll 
^            O     d     P     (0 

■^              UO      3      4-1      !J 

X  01 

U    01 
CO  X 
01 

-1    o 

U     4-1 

-^     CO     c 

Li    -H      CO 
03     Cl   u 

4-1 

c   d   in 

0)    -H     3 
E           01 

C     0) 

n   0) 

C    -J   -1 

il 

Li 

d 

QJ 

g  e 

CO 

QJ 

4J 

OJ 

X 

4J     01 

3     QJ   -^ 
U    13     > 

to     1-1 

n]    u  th 

C 

o 

3 

o   o 

CO 

c 

(J 

O    b 

O     (fl     01 

U     rt 

U     D.  UJ 

3 

3 

cr 

t/l    U-i 

CL 

a. 

LO 

2    CO 

O     E     Ll 

^ 

r^ 

f-> 

^ 

CN 

m 

J 

oJ 

m 

dJ 

U.4 

d 

4_l 

d 

4J 

(A 

o 
d   u 

X 

to 

01 

u 
c 

> 

^      QJ 
Ll      Ll 

s: 

to 

00 

OJ 

1 

X 

UJ 

4J 

>> 

U-I 

>^ 

U    U~i 

u 

■H 

CU 

•r-l 

d 

4J 

t44 

>^ 

1-1 

V 

LJ 

X 

O 

<-H 

O 

V) 

U) 

H 

4J 

(0 

n 

tj 

T3    -H 

o 

>   r                  1-3 

1-1 

4J 

0* 

jn 

at 

kJ 

qj 

o 

4j 

QJ     QJ 

UJ 

cfl  ij             tn   0)   OJ 

OJ 

Ll     3 

U     O 

n    E 

U    TJ 

c 

•V 

Q. 

W     0) 

01 

AJ     ^ 

X      (fl                          4J    i-l      4J 

CO 

3 

to 

(fl     U-i 

QJ 

O     0) 

Oi 

00 

Li 

t-H 

X 

(0    -H 

u 

OJ                 3  X    (fl 

3 

d   OJ 

■—1     00 

^    TJ 

S 

o 

c 

(0 

CD 

01 

Ul  m 

JJ 

Q,   ^ 

QJ 

>.   iJ     to             CL    (fl     OJ 

-3 

CO      - 

QJ     L. 

3   d 

c 
o 

00  13 
d     OJ 

iH    tn 

c 

4-* 

T-) 

QJ 

-H 

u    o 

•P^ 

tn 

<U    U   ,-4             C     C     130 

T^ 

1—1     4-t 

to     ffl 

00  -H 

a.  -H 

LJ 

4J 

X 

X 

i-i  tm 

tu 

U     OJ 

X             fl)            -H     O     00 

> 

<fl    c 

QJ     d    13 

(J 

V) 

H    E 

0) 

<u 

E 

d 

O 

(0 

o 

O 

■H     Li 

to 

4J     Ll     0                   CO     3 

O     01    Tl 

Cfl     10 

Ll     (fl     OJ 

C     3 

d 

(fl     OJ 

cJ      01 

X) 

o 

0) 

■H 

T3 

au-i 

4J     O 

1^     00          M     (fl     CO 

•3 

00    E     01 

QJ     d 

d 
o 

Ul 

Lj 

tT] 

•o 

E 

3 

d 

d 

a  o 

01 

U    E 

CO 

U    OJ                 3    OJ 

d 

C    -H 

-H     to 

"3    E    d 

■a 

0 

C   T) 

0) 

to 

3 

u 

cfl 

0 

(fl  X  '4-1          U-i     Ll     tn 

01     -r^     U-l 

OJ     O 

OJ             Cfl 

^    X 
CL 

d 

X     3 

o 

n   u 

00 

0     (U 

0) 
Li 

o 
O 

•3 
0) 

QJ 

4-1 

in 

Ul    u 

c 

§ 

CL    QJ 
Li 

00 

X    W     0             CL          iH 

4J                                   ^      OJ 

0) 

^      Cfl    ^ 
X     4J    ^ 

U-I 

3    OJ  -H 
OJ  X    a 

4-t 

CO 

< 

m 

f, 

JJ      (fl 

U^ 

T) 

m 

1-1 

X 

u 

C    01 

CO 

OJ     CO 

OJ 

d  JJ        OJ  X  4-> 

X 

CO  4J   a 

c: 

3 

Dm 

(0      AJ 

0) 

(0 

QJ 

O    B 

> 

X 

OJ  --^   d        X  LJ   (0 

4-t 

01    CO    E 

to    OJ 

>     0     CO 

4-1      U 

H- 

O  U-. 

<u 

E  -^ 

0) 

u 

X 

o 

T3 

-^    c 

OJ 

(fl      4J 

4-1 

NO)                         X 

U             -H 

u  x: 

QJ      4_l      Cfl 

3 

1-1 

a-  y-j 

U     r~i 

(0 

o 

4-t 

cn 

4J 

d 

*J    tH 

Li 

X    c 

-H       >^      E                   OJ       00     AJ 

01 

3     V4     01 

d   3 

Ll 

> 

3      QJ 

E 

d  ^ 

O    u 

z 

rt 

O     tH 

X 

U-l 

•W 

3 

n   (fl 

(fl 

o 

d  LJ   d        -3   c 

Li     U 

01    o 

QJ 

>%   iJ 

QJ 

a>   i-> 

i~> 

14-1      (J 

> 

c 

>^ 

4-1     iJ 

•O    E 

bO"^    -^             •r4    -H    W 

tfl      d 

cfl    >4-,      01 

1-1      4J 

OJ  »-(     3 

< 

.c    w 

u 

C     (0 

>N 

Cfl 

to 

cn 

c  u 

4.' 

d     CL 

o  •-<  to        >   >>  to 

1-1    OJ 

01           X 

LJ   d 

Ll     01     O 

00 

jj 

o 

-ri4     U-l 

4-f 

E 

4J 

•— 1 

01 

f-t 

0)    <o 

(0 

(fl    o 

■3 

tj  1-1  4J        o  y-i   0 

U    -H 

E    01 

(0     QJ 

CD  Jd 

c 

> 

T3 

XI 

o 

O.  .M 

X 

.—1 

OJ 

QJ   X     tJ             1-1    -H     oo 

OJ      4-t 

01    c 

a  E 

1-1    T) 

>^ 

bO  C 

u-i    cn 

O 

(0 

4-1 

3  c 

U 

W     01 

4J 

Ll  i-<   CO        aw 

Ll     to 

00  4J     CO 

X 

4.1    *— 1      QJ 

< 

c    n3 

O   -^ 

•H 

l4-« 

c 

I— t 

(0 

o  -^ 

d    > 

to                 d   (fl 

a  a 

C     cfl     CJ 

T3    in 

(0             -H 

a 

d    CO 

^ 

-a 

tJ 

0- 

QJ 

X 

0 

(0 

tfl     OJ 

m   d  "O         tn   0)        »*-! 

a 

t4  -n 

d  iH  13 

X     01     Ll 

"3 

3      4-i 

c 

(TJ 

00    (/} 

c   u 

<0 

li-i 

i 

a. 

4-1 

U 

0) 

Li 

4J     4-> 

d 

TJ     01 

4J 

4-> 

d 

CL 

i 

Li     O     C            4J    TJ    »*-'    '♦J 

d  a  (0        d  -^   o   (fl 

CO  X 

u 

4-1     4^      3 

CO    r-J      01 

a  > 

4-1     U     Ll 
O      Cfl 

Q> 

X 

c 

CJ 

u   at 

tH      0* 

o 

O 

OJ     0) 

U     U 

QJ 

U 

o 

OJ   cn              OJ             4J 

«-i    (0 

01     01     01 

UJ    E    OJ 

tn   E   u 

O       ■■ 

(-1 

S  --^ 

00 

>-l  J3 

X 

u 

E 

00-»-( 

Ifl    O 

OJ  -w 

CJ 

•H   OJ  *J        -H   d   m   cn 

U-l      QJ 

01     00  *H 

Uj    o  -^ 

tn 

■u 

c 

2  ^ 

u 

Ui 

•D 

3 

(fl      4J 

01    U-l 

u 

Li     OJ 

U     U     C            4J     OJ     CO 

Cfl 

1-   > 

Cfl     U   X 

tfl     QJ   -O 

QJ 

d  — 

Uj 

>-i   fD 

o 

X     V 

(13 

d 

in 

3     (0 

f~*    t4-i 

(0 

Cfl   X 

OJ 

(fl             QJ             (fl    X     QJ     >^ 

4-1    »4-i 

>>  to    01 

Li      (J      (J 

O    Ij    d 

>-. 

CO     Cl 

'^ 

VI    E 

UJ 

•i-l 

n3 

< 

■^ 

00  a 

O    01 

Ou 

U     i-i 

X 

D-   (fl   B        a-   3    d  X 

to   o 

P3     4J      k4 

to     3     tfl 

C    CO    (C 

CO 

0) 

i-H 

r>j 

(*> 

•^ 

^ 

^ 

fM                           (^ 

<T 

<H 

CN 

(^ 

<r 

'  " 

"" 

"* 

■~ 

•4-1 

1 

c 

^^ 

•3 

t    I-l 

at 

tfi 

0 

rt   c 

(fl 

U 

•3 

1       Li 

-3 
QJ 

4-> 

a> 

iJ     o 

a> 

OJ    o 

e 

•H 

QJ 

a  Cfl 

tn             TJ  1-1 

t, 

X 

c    c 

(J 

•V 

X 

>  -< 

U     OJ 

i-J     1                    OJ 

b 

3    3 

(D   "3           d    3 

3 

4^ 

dJ     0) 

d 

OJ 

o 

E 

01    u 

>N 

Li     1.1 

•H    Ll                   Ll 

01 

cn    0 

QJ            -H 

[J 

r; 

•^  -v 

C( 

4-1 

4^ 

XI  m 

tM 

CO     (TJ 

>    QJ                   (0 

X 

4-t 

00  tn               tn 

3 

c 

u    -^ 

(0 

jj 

jj 

-H 

CL    O 

C  **-»                      u 

4J 

0 

C    -H           13     3 

Q 

•rH 

T5     to     > 

QJ 

•3 

OJ 

c  c 

4J 

•H     d                     OJ     QJ 

01 

LJ      to 

T-t         >                     ^01 

3 

U     Q.    0) 

Q. 

*J 

OJ 

(C    01 

d 

-H     U 

O                 3  X 

00 

cn 

Ll     QJ             3    -H 

"3 

> 

(U 

0 

d 

3 

<0 

X 

OJ 

i-l    •P^ 

•o    o                    -^ 

o 

OJ     OJ 

3     Ll             0     > 

OJ 

!-• 

U   X     0) 

o 

•a 

4-1 

CL  3 

•o 

-H     Q> 

d                         LJ     E     >s 

u 

^     Ll 

(J                    X     01 

3 

«/» 

(0 

01     4J    TD 

o 

0) 

u 

*^ 

3   X 

(fl    00                  C   -H    4-1 

X     00 

U     QJ             cn     Ll 

o 

(0 

tJ    tJ     3 

4-1 

<0 

o 

u 

c  o 

■U 

d             OJ  X  -H 

4J 

(0    0 

O   X 

u 

z 

3   ^ 

c 

d 

■u 

ffl 

T-<  -o 

tn 

V) 

U-i  v^                  -H            c 

01 

OJ     I-l 

to     Ij 

CU 

«             U 

<u 

o 

t~4 

QJ 

4J      Ll 

o  d            4-1  4-1   00 

01 

Ll   a 

LJ    Lt             QJ     O 

to 

c 

o 

U 

X     01     C 

E 

a 

Li 

01    c 

•H 

d     O 

d                     (fl     CO    -H 

E 

3 

0      to             •H    Uj 

c 

Cfl 

P-i 

4J       U     --J 

QJ 

4-1 

QJ 

3 

OJ 

*J  -^ 

U 

0)    u-i 

OJ    (fl                 a   QJ  -3 

01 

to    UJ 

d     3            U 

0 

c 

> 

(0 

3 

U-i 

o 

Ll   ^                             L4 

4_l      01 

tfl    o 

E            iH    TJ 

^ 

< 

■o 

C    (0    o 

3 

4-1 

cn 

O.  01 

4J     OO 

(fl     a                  OJ    4J   T3 

01     01 

OJ 

to                  •— I     0) 

to 

c 

■.-<     -H      4J 

o 

•-^ 

m 

rt 

a. 

c 

•^   u 

O 

(fl    d 

2               X       d 

3    U 

E    C    LJ 

-M   tn         o   QJ 

QJ 

<0   13 

> 

rO 

(0 

4-1 

QJ 

(fl 

U    (0 

a. 

a  -H 

(fl     QJ                    4J     O     (0 

e  00 

o   d 

.—1         a  c 

> 

.f- 

U 

caw 

c 

> 

r) 

^ 

Li 

•W  X 

d 

U                            4-t 

o 

QJ    -*-l     QJ 

to     tfl 

•3 

QJ 

OJ 

u 

eu   0 

O    E    OJ 

•^ 

OJ 

T3 

■c 

4-1 

i-)     01 

QJ 

X    d 

OJ     tfl                     00           4-> 

01     u 

X     4-t      E 

(/)     0            CJ     OJ 

Ll 

H    O 

•HO-'-' 

01 

OJ 

Li 

U     CO 

t-   u              d   >s  u 

u  a 

to   d 

OJ     00           Ij   X 

OJ 

-J 

^   <u 

w    u    u 

i-i 

U_I 

■o 

4J 

t-> 

QJ 

™  c 

(0 

•H    r-< 

(D                           iH    ^     QJ 

01 

4J      3    ^ 

Ij                   (fl    4J 

U-i 

CU 

E 

Lj 

0]            -^ 

c 

O 

3 

d 

(0 

o.  ra 

u 

X     CL 

•3              >   OJ   a 

X    3 

to    i-H      CO 

OO     •         o 

^j 

Q. 

dJ 

4J      «     ^ 

OJ 

T— ( 

QJ 

(fl    ^ 

u 

3 

tn   d              ^  jii    in 

E    01 

3      tfl      4-t 

0    13                   3 

4J 

CU 

4j 

X    --H 

C    -u     O 

(0 

LI 

E 

(fl 

4J      (fl 

o 

XJ 

c 

LJ      QJ                       O    .H      OJ 

01    -H 

E    >    iJ 

Ll   a>        DO 

c 

S 

u     IT) 

GJ    u   a. 

4J 

C 

cn 

T3 

•-^     U 

X    u 

c 

d  -^ 

d   iJ                 >  — 1    fa 

E    > 

OJ     CO 

a  4-1         d  X 

o 

Li 

QJ 

O 

i  dj 

(0 

1— 1 

— t 

CO 

tj 

•— 1     Li 

3    C 

QJ 

QJ  4j   tn         d 

01 

to 

U             0) 

T3 

o 

JI 

X    -H 

Q. 

3 

QJ 

O 

•.-1     OJ 

01 

a; 

iH     tfl     QJ            -r4     OJ   X 

S    1^ 

d   QJ        1-1   QJ 

4J 

*J  -o 

u  u_.    u 

QJ 

(0 

a 

U  u-i 

-1  e 

U      4J 

Li             U                     Ll     4J 

<0 

CO   Ll   tr 

OJ    a        LJ  LJ 

CU 

o  <u 

O    0)    flJ 

VM 

OJ 

Li 

(0 

01 

(0     QJ 

<~t   a. 

CO 

QJ     TO 

tfl     0     d            >^    O    -^ 

01    o 

o   o   o 

XX            (0     (fl 

OJ 

F-J 

en    E 

a  u  u 

0 

02 

(0 

CO 

u 

(^    u 

<  o 

Cl^ 

d   a 

d,   4J    0)         PQ    E    3 

H     4-1 

o   a  00 

2          01                     fr4         U 

X 

s 

3 

- 

^ 

n 

<r 

m 

- 

rg                    m 

- 

(N 

rn                 vj 

in 

cn 

>s 

, 

00 

tn 

wwm 

0 

u-i 

c 

1 

CO 

U-i    -H 

r 

1 

d 

--I                           QJ 

■u      1 

O 

(0 

o 

•o 

•O 

o    tn 

QJ 

ij 

"3 

3                     Ll 

d 

>. 

W1 

c 

4-1 

Li 

.-4 

c 

U 

OJ            (fl 

QJ 

0) 

O                   0 

o 

Ll 

a> 

C     (0 

4_l 

CL 

o. 

00 

3 

iJ    o 

CL 

X           V 

13  <-H 

X 

OO                E 

01    tn 

Q 

jj 

O     01 

d 

d 

0 

d    o 

d            LJ   c  kj 

QJ     3 

LJ 

>      LJ 

4J    cn 

1-1      Li 

OJ 

4-> 

m 

X 

OJ 

Ll 

-H                           1-1    t) 

-H    -o 

to 

UJ            -O     Ll 

Ij   iH 

QJ     C 

< 

1-1     u 

i-i      4-1 

E 

d 

OJ 

^ 

cn 

E     QJ 

OJ 

u                -o 

L>     QJ 

OJ                     (0 

0           d    O 

0   13 

OJ 

t  = 

(0                i-> 

CO 

ot 

u 

a  3 

X 

iH   tn              Q)   OJ  .-( 

Ll    X    *LJ 

X              at 

CO 

UJ      d 

3     CU 

E  -O    C 
C     C     OJ 

E 

o 

d 

O    T3 

01    0)                  -3    Li     to 

Cfl      tJ    tM 

LJ                          Ll 

LJ                        >, 

o 

to     Ll 

—J 

ot 

4J 

> 

3 

(fl 

cn 

X   -H                   U     <8     O 

(J    to    to 

00 

C            T3    '-' 

>^    (J 

(fl      (fl 

(U    *J 

O    (0    E 

Ui 

<0 

Li 

01    T3 

i-< 

4-t  u   OJ         o   a  1-1 

c 

UJ                 o 

QJ             QJ    ^ 

3   a 

z 

X   m 

u_,            3 

<f) 

0) 

01 

0) 

•o 

>    d 

X 

iH     Ll            U-i    1-4    t3 

o 

>N      to 

O                   IJ 

e        3   (fl 

X  •-' 

CL 

emu 

rs 

Li 

CO 

d 

Li 

QJ     (0 

»4-i  .-H     to          14-1     o     QJ 

QJ    ^ 

a 

d            OJ     3 

4->      (0 

OJ 

t^ 

1-.   ^    0 

4-1 

o 

(fl 

■O 

o 

O  iH    u           (fl   -H    e 

4-1 

X  -^  ^ 

OJ 

-^        "^4   d  -3 

C     U 

LJ    ^^ 

1^ 

m   j-i 

cn  13 

«4-l 

T3 

3 

CU 

4J 

X                         i-» 

« 

Ll    i-f 

I-l                     (0 

LJ        >   d  QJ 

O  -H 

3    X 

3    0) 

4J     o 

O 

01 

C 

d 

00 

QJ    U 

OJ    -H     Ll             Q»     Ll     Ll 

3 

•3     CO     flj 

to                   OJ 

LJ            01     tfl   -3 

B   13 

3 

E    iJ 

C     c:    T3 

4J 

to 

4-) 

X    CU 

c 

iJ     d    -H            X     tfl    1-1 

•— t  1-t 

u             -o 

(fl            L<            QJ 

0> 

-O     Li 

VJ 

c 

CJ     00    c 

Q) 

CO 

X 

d 

f-i 

4J 

QJ 

(fl  0   Cl             a  0) 

Cfl 

3     3   X 

3 

LJ     OJ 

13    E 

c    tn 

w    (y 

-'    r:    (0 

u 

0) 

4J 

OJ 

(fl 

QJ 

> 

3   a  X       -3       X 

> 

O     00  4J 

0)                 .-* 

OJ         >.  tn   d 

OJ 

3 

tj 

u  —^ 

c 

u 

Li 

^     ^ 

E 

00 

d  X 

(fl      CO      Li               .-*      O     Li 

01 

X     OJ   I-* 

X                   (J 

X           ^     CO 

3    OJ 

tj 

^ 

CU 

-^    T3    -O 

01 

CL 

(0 

3    CO 

ot 

QJ 

— t      4J 

OO 

OJ                   3    Li 

CO    Li    3 

LJ              d 

L>        ^   QJ    cn 

QJ    tn 

01    0 

U  T3 

u-i            0) 

-a 

o 

l-i 

> 

OJ    D     U            O            I-l 

■o 

iH 

to  .-(    CO 

■H     0 

-H    Uj 

< 

c 

a.   c 

U-       OJ      4J 

L^ 

•T3     U 

r-( 

•3    -3 

WJ 

U         O        X    >.  o 

c 

d  X    to 

d 

13           E 

Ll               Ej     4J      >t 

>    X 

X 

0 

(TJ 

3   X     U 

> 

a 

QJ 

OJ     QJ 

O 

W 

4J    d 

»o  "3  uj         m   Li  "4-1 

CO 

O     00   QJ 

•^             d 

QJ    3 

3    to 

Q£ 

1-< 

t3 

V>     4J      OJ 

a* 

a. 

j:: 

Li    <4-l 

> 

O 

>     CD 

d                 -H 

■H     3     (J 

o 

(0               O      (0    rH 

u 

LJ    X 

C     01 

CO 

j-i 

Li     0> 

c 

c 

u)      to   to   oo        to    d   00 

CX 

Li    o    d 

-o             -^ 

3             U-I              4J 

tn 

7)      4J 

111 

nj 

n;   E 

c    >.  (y 

w 

QJ 

OJ     Li 

4J 

O    Cl- 

o 

QJ         Ll             d            Li     3     d 

c 

(fl     U     o» 

OJ     4-1              LJ 

O                TJ    d 

QJ      iJ 

c 

Q 

u 

o 

^  u-i    y> 

4J 

•o 

*4-J 

U-i 

c 

>    H 

(J      d   tn  -H         d  LJ  -H 

3  X     M 

>   d         cfl 

4-t             to     QJ     QJ 

u   c 

u     0 

C 

w  j: 

(0   -J 

t— 1 

3 

cn 

O    T3 

(0     Li 

4J 

OJ 

C    -1 

4-t 

c      OJ  Li   d         01   lj   d 

kl 

f-i    Li     QJ 

.MO)            3 

i-<     CO     3 

Cfl     Qj 

O    E 

UJ 

41 

4J      4J      J-l 

3 

•o 

0) 

C     QJ 

d 

•-^ 

CO 

^      1-ixd        -p^odLi 

o 

CO          UJ 

O   1-1          ^ 

QJ              iJ    cr 

c 

E 

CL.     Ui 

c    ;n    c 

cn 

U 

OJ 

T3   T) 

CO    iJ 

QJ 

OJ 

Ll 

t,      Ajooco        Liacoc 

4J 

>    4J     d 

>   w         to 

•3            ft-     >     QJ 

Oi     4J 

X 

u. 

3 

H    o 

0     3     0^ 

01 

c 

o 

C    --^ 

Li    Mh 

(0 

QJ    X 

01 

Qi         (Tji^,-|            COa^QJ 

•^ 

UJ     3     0 

d   CO         > 

(0            H     QJ     Ij 

tJ     (fl 

CO    -^ 

0 

o 

I-]   u^ 

Cj   •■-)   E 

Li 

'-' 

d 

(0     > 

H     (0 

4-1 

(fl 

0- 

CU 

X      4-» 

TD 

14^     cuua      cuoaB 

c 
o 

o   o 

-^   a      w 

E            J     U   U-i 

CL    a 

1^    tn 

1 



1 

» 

_— . 

f 

— - 

1 

r 

^^ 

1                   1 

1 

1 

1 

1 

Vll 


HOW  TO  USE  THE  MANUAL 


"The  planning  model  and  alternatives  used  throughout  this  manual 
are  not  intended  to  be  seen  as  the  only  acceptable  approaches  to  the 
development  of  long  term  programs  or  patient  care  plans.  They  illus- 
trate at  least  one  acceptable  approach  to  meeting  federal  require- 
ments. The  individualized  goal  planning  model  most  frequently  iden- 
tified here  is  based  on  five  basic  concepts  which  are: 

1)  INVOLVE  THE  PATIENT  FROM  THE  BEGINNING 

2)  BUILD  ON  THE  STRENGTHS  OF  THE  PATIENT 

3)  SET  CLEAR,  REASONABLE  GOALS 

A)   WORK  IN  SMALL  STEPS  TO  REACH  LARGER  GOALS 
5)   IDENTIFY  CLEARLY  WHO  WILL  DO  WHAT  AND  WHEN. 

Patient  strengths  or  preferences  are  used  whenever  possible  in  the 
development  of  measureable  patient  oriented  goals. 

The  problem  oriented  approach  to  care  planning  can  be  equally 
effective  in  meeting  federal  standards;  however,  our  experience  has 
shown  that  patients  are  more  likely  to  be  successful  in  maintaining 
or  increasing  their  level  of  independence  if  the  focus  of  care  plan- 
ning is  on  strengths  rather  than  problems.   If  you  are  using  a  problem 
oriented  approach,  you  might  find  it  helpful  to  try  to  restate  problems 
positively , i.e.  what  could  the  patient  do  that  would  show  that  the 
problem  was  lessened, 


vlii 


This  manual  is  divided  into  five  sections  providing  information 
on  planning  concepts,  long  term  programs,  patient  care  plans,   team 
coordination  and  implementation.   Since  the  manual  is  designed  to 
serve  as  a  guide  for  staff  or  self  training,  accepted  learning  prin- 
ciples are  applied  throughout   the  manual. 

STEPS  IN  LEARNING  AND  IMPLEMENTING  NEW  CONCEPTS 


ASSESSMENT 


u 


TRAINING 


What  are  we  doing  now? 


What  new  concepts  or  skills 
are  needed  to  improve  care 
planning  activities? 


PRACTICE 


How  are  the  concepts  and 
skills  applied  in  planning 
for  the  care  of  ESRD  patients? 


D4PLEMENTATI0N 


How  are  improvements  incor- 
porated into  the  present 
program? 


REASSESSMENT 


Have  changes  been  implemen- 
ted appropriately  and  are 
they  effective? 


IX 


Ultimately,  all  individuals  with  a  role  in  the  development  or 
implementation  of  long  term  programs  or  patient  care  plans  should  be 
encouraged  to  participate  in  training.   This  might  include  physicians, 
nurses,  technicians,  aides,  dietitians,  social  workers,  medical 
records  personnel,  administrators  and  patients.   If  you  decide 
to  work  together,  keep  the  groups  small (under  15)  and  consider  start- 
ing with  those  individuals  most  interested  in  learning  about  care 
planning  and  making  changes  in  the  system  you  are  now  using.   Others 
can  be  trained  later  having  observed  those  who  have  had  some  exper- 
ience with  the  concepts.   Try  to  allow  approximately  two  hours  for 
each  section  of  the  manual  if  you  are  working  as  a  group.   When  exer- 
cises are  presented,  attempt  to  complete  them  before  looking  ahead 
for  sample  solutions. 


Once  you  have  completed  training  and  initiated  changes  in  your 
care  planning  activities,  you  might  find  it  helpful  to  explain  your 
long  term  program  and  patient  care  planning  activities  to  evaluators 
during  survey  visits.   Show  how  the  planning  approach  you  are  using 
is  consistent  with  federal  standards.   Explain  short  comings  in  your 
current  activities  and  how  you  are  correcting  them.   Such  a  presen- 
tation will  give  a  survey  team  a  realistic  perspective  of  your  facil- 
ity and  also  show  that  your  are  aware  of  your  needs  and  how  you  plan 
to  meet  them. 


Don't  be  surprised  if  there  is  resistance  to  learning  some  new 
approaches  to  the  development  of  care  plans.   Plans  for  long  term 
chronically  ill  patients  will  be  somewhat  different  than  plans  for 
acutely  ill  patients.   The  concepts  presented  here  focus  on  the 
strengths  of  staff  as  well  as  those  of  the  patients.   The  ongoing 
motivation  of  staff  and  patients  is  strengthened  by  the  actual  attain- 
ment of  measureable  goals. 

As  you  begin  to  read  the  manual  and  complete  some  of  the  prac- 
tice exercises,  you  may  experience  some  frustration  and  feel  like 
abandoning  your  study.   DON'T  ! !   Complete  the  manual  and  try  some 
of  the  concepts  with  your  patients.  With  practice  and  experience 
you  should  find  greater  satisfactions  in  your  work  with  ESRD  patients, 
and  your  patients  will  enjoy  the  modifications  in  your  approach  to 
working  with  them. 


xi 
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BASIC  CARE  PLANNING  CONCEPTS 


IN   THIS   SECTION    YOU   WILL 


LEARN  GOAL  PLANNING  CONCEPTS 

ASSESS  STRENGTHS 

REVIEW  LONG  TERM  PROGRAMS  AND  PATIENT  CARE  PLANS 

RELATE  GOAL  PLANNING  TO  FEDERAL  REGULATIONS 

PRACTICE  USING  CLEAR  LANGUAGE 


SECTION    ONE 


INTRODUCTION 

The  first  section  of  this  technical  assistance  manual  will  pro- 
vide an  overview  of  five  basic  concepts  that  promote  the  attainment  of 
goals  for  individuals  with  long  term  illness  or  disability. 

A  brief  individual  assessment  and  overall  facility  assessment 
based  on  these  concepts  provides  the  reader  with  an  initial  identifi- 
cation of  strengths  in  current  care  planning  activities. 

The  basic  steps  or  process  for  the  development  of  the  long  term 
program  and  the  patient  care  plans  are  summarized  and  reflect  the  con- 
cepts essential  in  any  effective  approach  to  the  achievement  of  the 
patient  goals.   A  simple  case  study  illustrates  how  the  steps  might  be 
applied  with  an  actual  patient. 

Essential  elements  of  the  federal  standards,  that  were  spelled 
out  in  the  introduction  to  the  manual  are  listed  and  then  compared  to 
the  process  and  case  study  to  illustrate  compliance  with  regulations. 
The  authors  of  this  document  wish  to  reinforce  the  fact  that  the 
approach  to  the  development  of  long  term  programs  and  care  plans 
featured  in  this  manual  is  offered  as  one  example  of  appropriate 
methodologies  which  could  be  consistent  with  rederal  regulations. 

The  final  portion  of  this  section  emphasizes  the  importance  of 
describing  patient  behavior  and  staff  responsibilities  in  clear,  simple 
language.   Frequently  we  tend  to  describe  the  patient  in  general  terms 
using  professional  jargon  that  lacks  the  individuality  necessary  for 
writing  useful  goals.  An  exercise  is  offered  to  encourage  the  use  of 
simple  language  in  the  process  of  developing  assessments  or  long  and 
short  term  goals. 


FIVE  GOAL   PLANNING  CONCEPTS 

On  the  next  five(5)  pages  we  will  present  the  concepts  that  pro- 
vide the  basis  for  an  approach  to  care  planning  that  has  been  effective 
in  working  with  patients  being  served  in  long  term  care  settings.   This 
approach  is  often  referred  to  as  "Goal  Planning".    Since  ESRD  patients 
are  chronically  ill  and  may  benefit  from  an  approach  to  care  planning  that 
emphasizes  goal  attainment ,   these  concepts  are  presented  here. 

FIRST :   ACTIVELY  INVOLVE  THE  PATIENT,  FAMILY  AND  ALL  APPROPRIATE 
STAFF  MEMBERS  FROM  THE  BEGINNING 


•  As  much  as  possible,  patients  should  actively  participate  in  the 
completion  of  assessment  data  and  the  development  of  their  long 
term  programs  and  care  plans. 

•  The  patient's  likes  and  wants  should  be  a  part  of  each  step  of  the 
planning. 

•  Actively  listen  to  what  the  patient  is  saying  or  feeling  and  plan 
with  not  for  the  patient. 

•  Always  explain  the  needs  or  problems  to  the  patient  and  how  the 
goals  selected  will  affect  the  needs. 

•  Respect  the  patient  and  treat  him/her  the  way  you  would  like  to  be 
treated. 

•  Encourage  the  family  members  to  participate  in  the  planning  since 
they  can  be  a  good  support  system  for  the  patient. 

•  THINK!  Would  you  want  someone  else  to  plan  the  next  6  months  or 
year  of  your  life  without  at  least  being  consulted? 


SECOND:   SELECT  A  REASONABLE  COAL 


•  Select  a  need  or  problem  which  has  a  high  probability  for 
achievement  and  that  is  meaningful  to  the  patient  in  achieving 
his/her  long  term  goals. 

•  Initial  goals,  such  as  those  found  in  the  patient  care  plans, 
should  be  goals  that  can  be  achieved  in  a  few  weeks;  subsequent 
goals  may  take  a  little  longer  to  achieve. 

•  Identify  several  needs  that  are  meaningful  to  the  patient  and 
explain  the  importance  of  each  of  these  needs. 

•  Help  the  patient  select  the  need  or  needs  he/she  is  most  inter- 
ested in  working  on,  as  the  patient  is  more  likely  to  be  committed 
to  working  on  his/her  goals  if  he/she  has  made  the  choice  to  do  so, 

•  Restate  the  need  in  terms  of  a  behavior  goal,  i.e.  what  will  the 
patient  be  doing  when  he  has  achieved  his  or  her  goal. 


rlote:   A  problem  could  be  differentiated  from  a  need  in  that  it  tends  to 

be  a  negative  and  describes  a  current  situation.   A  need  describes  something 
that  should  be  done  to  minimize  or  eliminate  a  problem.   When  possible, 
needs  should  be  stated  positively  indicating  something  the  patient 
should  be  doing  that,  when  accomplished,  will  show  that  progress  has 
been  made  toward  minimizing  the  problem. 


lOOO 


THIRD:   USE  IDEAS  FROM  THE  PATIENT'S  STRENGTHS  LIST  TO  SELECT 
AND  PLAN  HOW  TO  WORK  ON  THE  GOAL 


•  Review  all  assessment  data  and  Identify  all  of  the  ideas  which 
might  be  helpful  in  achieving  the  goals  that  were  selected. 

•  Individualize  the  goal  by  using  the  patient's  preferences  in 
writing  the  goal  and  developing  strategies  for  accomplishing 
the  goal. 

•  Most  care  planning  models  tend  to  focus  on  problems  and  needs, 
which  is  acceptable;  however,  patients  are  more  likely  to  be 
successful  in  achieving  goals  if  the  goals  or  methods  are  based 
on  positive  aspects  of  his/her  life. 

•  Expand  areas  of  strength  rather  than  focus  on  problems. 


FOURTH:   IDENTIFY  THE  STEPS  NECESSARY  FOR  THE  ATTAINMENT  OF 
GOALS 


•  In  the  long  term  program,  the  goals  may  take  as  long  as  a  year 
to  accomplish  and  cannot  be  approached  as  a  single  goal. 

•  In  the  patient  care  plan,  identify  reasonable  goals  that  can  be 
accomplished  in  a  few  weeks  leading  toward  the  attainment  of 
larger  goals  such  as  those  in  the  long  term  program. 

•  Short  term  goals  often  require  small  steps  to  be  realistic, 
meaningful  and  achievable  for  the  patient.   Goals  must  be 
attainable  yet  require  some  effort  by  the  patient. 

•  Start  where  the  patient  is  now,  then  spell  out  the  small  steps 
that  must  be  achieved  to  reach  the  short  term  goal. 


FIFTH:   DOCUMENT  WHO  WILL  DO  VJHAT  AND  WHEN 

#  Long  and  short  term  goals  identified  in  a  portion  of  the  long 
term  program  and  the  patient  care  plan  should  clearly  describe 
what  the  patient  will  be  doing  when  he/she  has  achieved  the  goal. 

#  The  method  portion  of  the  patient  care  plan,  describes  what 
staff  will  do  to  help  the  patient  achieve  each  step  of  his/her 
goal.   (Other  terms  often  used  instead  of  method  are  approach, 
strategies  or  responsibilities.) 

•  Establish  target  dates  for  initiating  work  on  each  goal.   Once 
you  begin  to  work  on  a  goal,  set  a  target  date  for  completing 
each  goal  or  step.   (Target  dates  can  always  be  changed,  but  they 
are  necessary  to  encourage  work  on  a  goal.) 

•  Long  term  programs  and  patient  care  plans  should  be  wrtten  in 
specific,  clear,  behavioral  language  so  that  a  new  staff  person 
can  read  and  understand  the  plans,  and,  if  necessary,  assist  with 
implementation. 


•  By  identifying  and  working  on  specific  activities,  goals  are  more 
likely  to  be  achieved.   Staff  are  less  likely  to  be  preoccupied 
with  problems  and  more  likely  to  encourage  and  reward  accomplish- 
ments.  (Burn  out  is  reduced.) 


The  five  concepts  that  have  just  been  described  can  strengthen 
any  approaches  to  the  development  of  long  term  programs  and  patient  care 
plans  that  are  selected  in  an  ESRD  facility. 

•  INVOLVING  THE  PATIENT  FROM  THE  BEGINNING 

•  SELECTING  REASONABLE  GOALS 

•  USING  STRENGTHS  TO  MEET  NEEDS 

•  WORKING  IN  SMALL  STEPS  TO  REACH  LARGER  GOALS 

•  DOCUMENTING  WHO  WILL  DO  WHAT  AND  WHEN. 


EACH  ONE  IS  ESSENTIAL!! 


WHAT  IF  YOU  LEFT  OUT  ONE  OF 
THOSE  IDEAS? 


For  example,  if  you  eliminated  "involving  the  patient,"  it  is  unlikely 
that  the  patient  will  be  committed  or  motivated  to  work  on  the  goal. 

Each  of  these  concepts  will  be  addressed  in  this  manual  as  they 
relate  to  the  actual  process  of  developing  long  term  programs,  selections 
of  treatment  modality  and  patient  care  plans.  We  have  selected  a  basic 
approach  to  care  planning  that  has  been  effective  in  other  chronic  care 
settings  and  is  consistent  with  federal  regulations  to  illustrate  the 
application  of  these  concepts. 

Your  facility  may  have  identified  another  approach  to  care  planning 
for  ESRD  patients.   Do  NOT  feel  you  must  change  your  approach.   Use  this 
manual  as  an  assessment  instrument  to  evaluate  and  possibly  strengthen 
your  current  care  planning  process. 


MY  MOTHER  15  A  DIALYSIS  \ 

PATIENT.  I 

CAM  CARE  PLANNING  ME  LP  MY  I 

FAMILY  WORK  WITH  HER  / 
MORE  EFFECTIVELY 


K-f  ^ 


MA  DIALYSIS 
PATIENT. 

CAN  CARE  PLANS 
HELP  ME  POMORC 
OF THE  THINGS 
I  WANT  TO  DO? 


AS  A  DIALYSIS 

STAFF  CENTER  MEMBER, 
CAN  CARE  PLANNING 
HELP  ME  IN  My  WORK 
WITH  PATIENTS  AND 
OTHER  PROFESSIONALS? 


YES^  SYSTEMATIC  CARE  PLANNING 

CAN  HELP  ALL  STAFF,  PATIENTS,ANP 
THEIR  FAMILIES  WORK  TOGETHER 
MORE  EFFECTIVELY  THEREAREA 
VARIETY  OF  FORMATS  THATHAVE 
^"i^H  USED  /N  WR IT/NG  CARE  PLANS 
AND  ALLOF  THEM  CAN  BE  EFFECTIVE    / 
IF  lH£i  INCLUDE  FIVE  BASIC  dOWCWTsJ 


SELF/FACILITY  ASSESSMENT 


Instructions:      If  you  are  studying 
this  manual   as  a   group,    go  around  the 
group  and  discuss  what   these  concepts 
mean  to  you  by  answering  the  follow- 
ing questions;   or,   if  you  are  reading 
alone,   make  notes  and  share  them  with 
other  staff  members  after  they  have 
reviewed  the  manual . 


WHAT  ARE  YOUR  STRENGTHS? 

List  interpersonal  or  professional  skills  that  you  or  others  feel  are  helpful 
to  you  in  motivating  patients  to  work  toward  treatment  goals.   Others  in  the 
group  who  know  you  should  add  to  the  list  of  strengths.   (Be  specific.') 


DESCRIBE  HOW  YOU  ARE  USING  ANY  OF  THE  CONCEPTS  THAT  YOU  HAVE  JUST  READ  ABOUT 
IN  YOUR  FACILITY. 


1.   Involving  the  patient: 


2.   Setting  reasonable  short  term  goals; 


3. 

Using  strengths  to  help  with  needs: 

A. 

Using  small  steps  to  meet  larger  goals: 

5.   Stating  who  will  do  what  and  when (for  both  the  patient  and  the  staff /helper) 
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STEPS   FOR  THE  DEVELOPMENT  OF 

LONG  TERM  PROGRAMS   AND  PATIENT    CARE    PLAN 

You  have  just  reviewed  five  concepts  that  should  provide  the  basis  for 
any  approaches  to  patient  care  or  treatment  plans.   Now  a  specific  process 
for  the  development  of  long  term  programs  and  patient  care  plans  will  be 
described  using  a  case  study  as  an  illustration.   As  you  proceed  through 
the  manual,  you  will  note  numerous  opportunities  to  modify  the  process  to 
suit  the  needs  of  your  facility. 

While  the  establishment  of  regular  team  meetings  seems  essential  to 
the  development  of  meaningful  care  plans,  a  specific  discussion  on  how  to 
utilize  the  team  effectively  will  not  be  covered  in  this  section  of  the 
manual.   Here  we  will  concentrate  on  the  activities  that  should  occur  in  the 
process  of  developing  long  term  programs  and  patient  care  plans.   In  Section 
Four,  emphasis  will  be  placed  on  interaction  between  team  members  and  patients; 
and  suggestions  will  be  offered  to  facilitate  the  establishment  of  improve- 
ments in  team  planning  activities. 

Throughout  the  manual  you  will  note  frequent  references  to  the  use  of 
clear  language.   In  reviewing  numerous  patient  records,  we  have  noticed  that 
professional  staff  have  a  tendency  to  use  jargon  and  general  terms  when  des- 
cribing patients.   Frequently  the  same  terms  have  different  meanings  for  each 
patient  i.e.  non-compliance  or  apprehension.   For  plans  to  be  reasonable, 
meaningful  and  individualized  for  each  patient,  such  generalities  should  be 
avoided.   Instead,  try  to  describe  the  exact  behavior  the  patient  is  dis- 
playing, i.e. ,  the  patient  drinks   one  quart   of  beer  every  night   or  cries 
at   the  start   of  each   treatment.      Even  potentially  confidential   information 
can  be  openly  displayed  in   the  patient   record  if  a  behavior  is  described 
rather  than   an  interpretation   of  the  behavior .      By   using  an   action   verb  to 
describe  what   the  patient  is  doing(clear  language),  goal   setting  is  simplified. 
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CARE  PLANNING  PROCESS 


ACTIVELY.  INVOLVE  THE  PATIENT,  FAMILY 
AND  ALL  REQUIRED  DISCIPLINES  BY 
INITIATING  OR  REVISING  AND  SUMMARIZING 
AN  ASSESSMENT  OF  STRENGTHS /NEEDS /PROBLEMS 


PATIENT  AND  INTERDISCIPLINARY  TEAM 
REVIEW  THE  SUMMARY  ASSESSMENT  AND  STATE 
THE  PATIENT'S  MEDICAL,  SOCIAL  AND 
FUNCTIONAL  GOALS  IDENTIFYING  THE 
TREATMENT  MODALITY  MOST  CONSISTENT  WITH 
THE  LONG  TERM  GOALS. 


AFTER  REVIEWING  THE  NEEDS  TO  BE  MET  OR 
PROBLEMS  TO  BE  RESOLVED  AND  THE  STRENGTHS 
THAT  MAY  HELP  WITH  THOSE  NEEDS,  DEVELOP 
A  PATIENT  CARE  PLAN  THAT  INCLUDES  THE 
PATIENT'S  SHORT  TERM  GOALS,  STAFF 
RESPONSIBILITIES  AND  TARGET  DATES  FOR 
EACH  GOAL. 

WRITE  AN  INITIAL  NOTE  DESCRIBING  WHY  WORK 
ON  A  SPECIFIC  GOAL  IS  RELEVANT  FOR  THE 
LONG  TERM  PROGRAM  AND  BREAK  THE  GOAL  INTO 
SMALLER  STEPS  DESCRIBING  HOW  THE  STAFF 
WILL  ASSIST  THE  PATIENT  WITH  EACH  STEP. 


MONITOR/EVALUATE  INDIVIDUALIZED  PLANS  TO 
INSURE  THAT  IMPLEMENTATION  AND  OUTCOMES 
ARE  CONSISTENT  WITH  THE  AGREED  UPON  PLANS 
AND  QUALITY  CARE. 


Summary  Assessment 


Long  Term  Program 


Patient  Care  Plan 


Evaluation 
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ILLUSTRATION 


CASE  ^'1:   Mrs.  James  is  33  years  old,  married  with  three  children,  ages 
2, A,  and  7.   She  was  admitted  to  the  dialysis  center  three  weeks  ago. 
She  is  not  suitable  for  a  transplant  due  to  other  medical  complications; 
but  staff  at  the  center  feel  that  she  might  do  well  on  home  dialysis. 
When  asked  about  home  dialysis,  Mrs  James  stated  that  her  husband's  work 
might  prevent  him  from  coming  to  the  home  training  sessions  on  weekdays, 
and  that  someone  had  to  care  for  the  children  on  Saturdays  as  he  usually 
stayed  with  the  children  when  she  went  for  treatment.   She  worried  about 
the  effects  of  home  dialysis  on  her  children  and  wondered  if  she  and  her 
husband  would  ever  be  able  to  learn  how  to  carry  out  the  process  by  them- 
selves.   


HOME  TRAINING  UNIT 


Summary  Assessment 

THE  FIRST  STEP  is  to  actively  involve  the  patient  by  initiating  an 
ASSESSMENT  of  STRENGTHS  and  NEEDS. 


Mrs.  James  and  her  husband  met  with  the  nurse  who  would  be 
coordinating  the  care  planning  activities  to  develop  a  summary  listing 
of  Mrs.  James'  strengths,  concentrating  on  her  interests  and  abilities 
and  the  other  positive  aspects  of  her  life.   They  also  listed  the  things 
that  would  need  to  be  changed  in  order  for  her  to  be  able  to  begin  home 
training.   Mrs.  James  met  with  each  member  of  the  team  for  an  interview 
prior  to  the  team  meeting.   The  assessment  responsibilities  had  been 
coordinated  so  each  team  member  would  not  duplicate  questions  to  the 
patient.   Sensitive  interviewing  and  listening  skills  were  critical  to 
insure  that  the  patient  and  staff  had  an  accurate  understanding  of  the 
situation. 

Mrs.  James'  strengths/need/problem  list (SUMMARY  ASSESSMENT)  appears 
on  the  next  page.   Notice  that  the  strengths  and  needs/problems  are 
stated  in  clear  language  describing  a  behavior  or  other  visible  asset  or 
need.   Whenever  possible,  individuals  are  identified  by  name  as  potential 
resources  to  help  in  the  attainment  of  a  goal.   It  takes  practice  to  be 
able  to  »«n:ite  in  clear  language,  but  the  use  of  behavioral  descriptions 
is  helpful  in  individualizing  each  patient's  strengths  and  needs  leading 
to  the  development  and  attainment  of  interesting  goals. 

Some  facilities  like  to  number  needs(or  problems)  to  simplify 
identification  of  care  plans,  goal  plans  and  progress  notes  in  the 
record. 

Staff's  ability  to  develop  a  comprehensive  patient  oriented  plan  is 
enhanced  considerably  by  being  able  to  see  a  complete  overview  of  the 
patient  all  at  once,  as  is  possible  with  a  Summary  Assessment. 
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EXAMPLE:   SUMMARY  ASSESSMENT 


STRENGTHS 


Number 


NEEDS/PROBLEMS 


1^ 

MEDICAL 


Candidate  for  home  dialysis 

No  complications   during 
dialysis   treatment 


Maintains  weight  gains 
between   treatment  at   2  K. 


Stable  Marriage 

Husband  helps  with  children 
on  Saturdays 

Mr.    James  has   a  steady  job 

Mrs.   James  is  Medicare 
eligible 


2. 


Fearful   of  dialysis 


Stay  on  present   diet 


PERSONAL 


3. 


4. 


5. 


6. 


Mr.    James  needs  to  be  avail- 
able during  training  for 
home  dialysis 

Space  to  store  supplies  at 
home  is  limited 

Needs  assistance  to  pay 
medicare  deductibles 

Help  to  pay  babysitters 
if  friends  can't  help 


FAMILY /FRIENDS 


Both  Mr.    and  Mrs.    James' 
parents   live  nearby  and  are 
willing  to  help  care   for 
children  during  training 

Ms.    Johnson,   Mrs.    Brown  and 
Ms.   Simon  have  offered  to  help 
during  training 


7. 


8. 


Accept  help  of  parents  and 
friends  in  caring  for     chil- 
dren and  providing 
transportation 

Occupy  children  while  on 
dialysis  at  home 


INTERESTS 

Mrs.    James  had  been  an  active 

member  of  the  church 

9. 

Return  to  church  activities 

Mrs.    James  cares  for  the  chil- 

dren and  house  with  some  help 

from  her  husband 

10. 

Resume  full  household  respon- 
sibilities 

The  above  categories  are  used  for  the  sake  of  illustration.   You 
may  prefer  other  categories  or  a  cumulative  listing  without  categories, 


15 


Long  Term  Program 

THE  SECOND  STEP  is  for  the  patient  and  interdisciplinary  team  to 
review  the  summary  assessment  data  and  identify  the  PATIENTlS 
GOALS  for  the  next  year. 

Mrs.  James  agreed  with  the  staff  that  she  wanted  to  spend  more  time 
with  her  family  and  caring  for  her  home  to  avoid  babysitting  expenses. 
She  was  reluctant  to  continue  to  depend  on  friends  to  bring  her  to  the 
center.   By  dialyzing  at  home  with  her  husband  as  a  partner,  these  goals 
would  be  possible  for  her.   Now  that  she  was  feeling  better,  she  wanted 
to  return  to  church  activities  with  her  friends. 

THE  PATIENT  AND  TEAM  THEN  AGREED  ON  THE  LONG  TERM  GOALS  AND  THE  TREATMENT 
MODALITY  MOST  CONSISTENT  WITH  THOSE  GOALS  AND  DOCUMENTED  THEIR  DECISIONS 
IN  THE  MEDICAL  RECORD. 

J.ONG  TERM  nnAT.S:       I.  Resume  household  activites 

2.  Become  involved  in  church 

3.  Dialyze  at  home 

TREATMENT  MODAT.TTY:    Continue  with  center  dialysis   until   self-care 

training  can  be  completed  and  Mrs .    James   can 
dialyze  at  home  with  her  husband  as  a  partner 

Mrs.  James  had  initiated  her  dialysis  in  the  center  to  stabilize  her 
condition  before  finalizing  a  long  term  program  and  selecting  an  ultimate 
treatment  modality.   Since  home  dialysis  seemed  most  consistent  with  her 
long  term  goals,  she  agreed  to  begin  arrangements  to  initiate  self-dialysis 
training  at  the  center. 

The  team  discussed  needs/problems  that  would  have  to  be  resolved 
before  Mrs.  James  would  be  ready  to  initiate  training. 
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NEXT, identify  the  NEEDS  to  be  met  before  the  patient    can 
achieve  her   long  term    goals. 

The  care  plan  coordinator  for  Mrs.  James  reviewed  the  needs  and 
asked  Mrs.  James  to  select  the  needs  that  seemed  most  important  and 
meaningful  and  that  she  wanted  to  work  on. 

HERE  ARE  THE  NEEDS  THAT  SHE  SELECTED 


NEED /PROBLEM 
#1  Fear  of  dialysis 


#2   Stay  on  diet 


#5  Cover  Insurance  deductibles 


#7  Arrange  for  sitters  during 
training 


#9  Return  to  Church 


REASON  FOR  SELECTING 

Mrs.  J.  needed  to  get  over  her  own 
fears  before  she  could  explain  home 
dialysis  to  her  children  or  ask  her 
husband  to  help. 

Mrs.  J.  was  pleased  with  her  low  weight 
gains,  but  wasn't  sure  she  was  eating 
the  right  foods. 

Mrs.  J.  needed  assurance  that  home 
dialysis  would  not  increase  financial 
burdens  for  her  family 

Children's  needs  were  covered  during 
the  week,  but  she  would  need  help 
during  training  late  afternoons  and  on 
Saturdays 

Mrs.  J.  had  been  confined  for  several 
months  and  needed  to  get  out  and  be 
with  friends  at  church  again. 
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Patient  Care  Plan 


IDENTIFY    STRENGTHS   that  may  help   with  each  NEED  or  PROBLEM 
that  was  selected. 


When  the   care  plan  coordinator  and  Mrs.    James  reviewed  the  suminary 
assessment,    the   following  strengths  were   identified  as  being  helpful   in 
working  on   the  needs   that  were  selected. 


NEED /PROBLEM 


STRENGTHS 


//I  Fear  of  Dialysis 


#2 


;tay  on  diet 


#5   Insurance  deductibles 


in     Babysitters 


#9  Return  to  church 


Mrs.  J.  is  interested  in  dialyzing  at 
home  to  spend  more  time  with  her  children. 

She  has  friends  she  can  talk  to  about 
her  concerns. 

Since  she  is  already  maintaining  proper 
weight  gains,  she  has  demonstrated 
interest  in  her  health  and  willingness 
to  follow  instructions. 

She  does  her  own  cooking  at  home. 

Her  current  health  insurance  has  been 
covering  most  deductibles  while  in  the 
center. 

She  is  concerned  about  financial  respon- 
sibilities and  may  be  willing  to  request 
support  from  state  kidney  program  funds. 

She  has  friends  and  family  already  will- 
ing to  assist  her  in  caring  for  the 
children. 

Her  close  affiliation  with  the  church 
may  enable  her  to  set  up  an  emergency 
babysitting  list  when  her  usual  support 
is  not  available. 

Mrs.  J.  realizes  her  need  to  maintain? 
some  of  her  outsida  activities. 

Her  renewed  affiliation  with  the  church 
may  help  her  feel  better  about  asking 
for  assistance  in  child  care. 


By  listing  Mrs.  Jamefe  strengths,  the  staff  was  reminded  of  the  positive 
aspects  of  Mrs.  Jame%  life.   Now  they  were  ready  to  develop  a  care  plan. 
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DEVELOP  A  PLAN  THAT  INCLUDES  THE  PATIENT'S  SHORT  TERM  GOALS,  A  SUMMARY 
OF  STAFF  RESPONSIBILITIES  AND  TARGET  DATES  FOR  EACH  GOAL. 

SHORT  TERM  GOALS:   These  goals  describe  what  the  patient  will  do  and 
should  be  appropriate,  reasonable  and  important  to  the  patient  as  well 
as  the  staff.  They  should  be  measureable  and  related  to  the  assessment 
and  long  term  goals  including  the  treatment  modality  toward  which  the 
patient  is  working.   A  goal  states  some  action  that  is  necessary  to 
reduce  or  resolve  a  problem  or  need.   The  goal  should  be  stated  so  that 
it  can  be  easily  understood  by  everyone.   By  setting  goals  that  are 
clearly  stated  and  measurable: 

1)  each  patient  is  assured  of  an  individualized  plan, 

2)  it  is  perfectly  clear  what  the  patient  is  expected  to  do, 

3)  all  staff  can  work  toward  the  same  or  related  goals,  and 

A)   everyone  knows  what  active,  meaningful  treatment  is  being  done. 

METHOD :   The  method  in  the  plan  identifies  the  person  who  is  responsi- 
ble for  helping  the  patient  with  each  goal  and  how  they  will  help.   If 
the  task  or  responsibility  is  not  assigned  to  a  specific  person  and 
stated  with  the  goals,  it  may  not  get  done.   Staff  are  busy  with  many 
responsibilities  and,  if  tasks  are  not  assigned  and  documented,  they 
can  easily  and  understandably  be  forgotten  or  assumed  to  be  handled  by 
someone  else.   This  adds  to  the  patient's  sense  of  defeat  and  failure 
since  he/she  is  unlikely  to  achieve  the  goals. 

TARGET  DATES:   By  setting  target  dates  both  the  patient  and  staff  have 
time  frames  to  guide  their  actions.   Patients  and  staff  know  when  they 
are  expected  to  start  work  on  a  goal.   Dates  also  give  the  patient  a 
time  to  shoot  for  and  prevents  the  goals  from  being  open  ended  or  to  go 
on  forever.   Target  dates  also  identify  times  to  review  goals.   If 
necessary  the  dates  can  be  changed,  but  they  should  be  set  for  starting 
work  and  for  accomplishing  goals.   If  the  goals  are  not  achieved  within 
a  set  time  period  they  should  be  reevaluated  and,  if  necessary,  revised. 
Sufficient  goals  can  be  set  to  cover  the  duration  of  the  planning  period 
established  for  the  patient;  but,  by  setting  target  dates,  the  staff  and 
patients  can  set  priorities  starting  with  the  most  appropriate  goals 
first  rather  than  trying  to  do  everything  at  once. 
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TOE  FOLLOWING  IS  AN  EXAMPLE  OF  A  PATIENT  CARE  PLAN. 

While  a  patient  care  plan  for  a  stable  patient  could  be  established 
to  cover  a  six(6)  month  period  of  time,  no  plan  should  be  written  for 
longer  than  the  patient  and  staff  can  project  reasonable,  achieveable 
goals.   We  have  found  it  helpful  to  establish  goals  that  can  be  completed 
within  one  month  and  to  avoid  working  on  too  many  goals  at  one  time. 
Starting  dates  are  identified  taking  into  account  patient  and  staff  pri- 
orities and  the  availability  of  time  to  work  actively  on  each  goal. 

Since  Mrs.  James  was  quite  apprehensive  about  preparing  herself  and  her 
family  for  home  dialysis,  her  plan  focused  on  goals  to  prepare  for 
initiation  of  self-care  training.   Her  care  plan  identified  goals  that 
would  be  initiated  over  a  four  month  period  of  time  and  would,  hope- 
fully be  completed  within  five  months. 


// 

SHORT  TERM  GOALS 

METHODS 

TARGET 
DATES 

Each  statement  in  this  section 
begins  with  the  patient's  name, 
followed  by  an  action  verb.   It 
describes  what  the  patient  will 
be  doing  when  the  goal  is  reached 

In  this  portion  of  the 
plan,  name  the  person  who 
will  help  the  patient, 
what  they  will  do  to  help 
or  offer  support. 

When 
work 
will 
begin 

1 

Mrs.   J.  reads  and  talks  about 
dialysis,   and  she  and  her  family 
visit  a  patient  who  is  dialyzing 
at  home. 

R.    Smith,   RN ,   provides 
materials ,   introduces  Mrs. 
J.    to  a  home  patient  and 
helps  arrange  a   visit.    Dr. 
M.    talks  with   the  patient 
about   her  fears. 

6/10 

2 

Mrs.    J.    prepares  menus   to  use 
during  the  time  she  is  going 
through   training. 

A.   Ray,   RD,    reviews   the 
diet,   checks  weight  weekly 
and  helps  write  menus.      Mrs 
Smith  supports  appropriate 
weight  gains  at  each  visit. 

8/10 

5 

Mrs.   J.    applies   for  state 
kidney  program  assistance. 

B.   Jones,   SW,   provides  ap- 
plication forms  and  helps 
Mrs.    J.    complete  them. 

7/10 

7 

Mrs.   J.    asks  Pastor  to  help  set 
up  emergency  babysitter  help. 

B.    Jones  asks  about  pro- 
gress in  finding  sitters. 

8/10 

9 

Mrs.    J  attends  Sunday  School 
twice  a  month  with  Mrs.    Brown. 

A.    Stills,    technician , 
who  goes   to  same  church, 
calls  Mrs.   B.    to  help. 

7/10 

1 

Mrs.    J.    inserts  her  own  needles. 

T.    Tate,   H.T.    Nurse, 
visits  unit   daily   to 
teach  insertion. 

10/10 
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Goal  Plan 

WRITE   AN   INITITIAL  NOTE  describing  why  workon  a  specific  goal  is 
relevant  for  the  long  term  program. 


Once  the  care  plan  has  been  completed,  agreed  to  by  the  patient  and  tar- 
get dates  selected,  each  staff  member  responsible  for  helping  with  a 
goal  meets  with  the  patient  just  prior  to  the  target  date  for  starting 
work  on  the  goal  to  finalize  a  specific  strategy  for  implementing  the 
goal. 

The  staff  member  writes  an  initial  progress  note  to  summarize  the  sig- 
nificance of  the  goal  in  attaining  long  term  goals  and  the  strategy  for 
its  attainment. 

Mrs.  James  selected  GOAL  #1  to  start  with  and  Mrs.  Smith  wrote  the  fol- 
lowing initial  note: 

GOAL:  MRS.  JAMES  READS  AND  TALKS  ABOUT  DIALYSIS,  AND  SHE  AND  HER 
FAMILY  VISIT  A  PATIENT  WHO  IS  DIALYZING  AT  HOME. 


Instructions  for  writing  the  note 

P^  Present :  Describe  what  the  patient 
is  doing  now  with  respect  to  the 
goal  and  what  the  patient  and 
others  think  and  feel  about  it. 


Example  of  a  progress  note 

Mrs.    J.    is  fearful   about  dialysis 
and  is   unsure  about  her  ability 
to  learn   to  do  it   at  home.      She 
has  been  unwilling  to  talk  to  her 
children   until   she  feels  niore 
secure. 


Impression:  State  the  impression 
of  the  staff  and  any  professional 
findings.   You  may  explain  why 
work  on  this  goal  is  important 
for  achieving  long  term  goals. 


P^  Plan:   Describe  the  ideas  that 
will  be  used  to  help  the  patient 
achieve  this  plan.   If  this  goal 
relates  to  others,  state  how.  Use 
of  strengths  and  contingency 
plans  may  also  be  included  here. 


Staff  agree  that  Mrs.    J  is   cap- 
able of  dialyzing  at  home,   but 
until   she  is  more  comfortable 
about   the  process,   she  will  not 
introduce   the  idea   to  her  family. 
By   understanding  more  and  meeting 
another  home  patient,   she  should 
be  more  comfortable. 

Mrs.    Smith  will  provide   literature 
and  arrange  a   visit  with   the  physi- 
cian.     She  will   identify  a  patient 
similar  to  Mrs.    James  and  help 
arrange  a   visit   to  the  patient' s 
home.      Then  Mrs.    J.    should  be  ready 
to  begin  needle  insertion. 


21 


Break  the  goal  into  SMALLER  STEPS  describing  how  the  staff  will  help  the 
patient  with  each  step. 

Once  the  initial  note  was  written  and  Mrs.  James  had  agreed  to  Initiate 
work  on  the  goal,  she  found  it  helpful  to  spell  out  the  steps  she  would 
have  to  achieve  in  order  to  successfully  attain  the  goal. 


Goal  plans  are  not  always  necessary,  but  in  many  instances  they  serve  as  a 
reminder  to  the  patient  and  responsible  staff  member  of  the  things  they 
have  agreed  to  do  individually  and  together.   If  the  plan  is  attached  to 
the  routine  dialysis  flow  sheet,  staff  are  reminded  to  ask  the  patient 
about  progress  on  a  goal  during  each  visit.   By  talking  about  progress 
on  goals  we  are  less  likely  to  talk  about  problems. 

Steps  are  goals  that  take  less  time  to  complete  than  short  term  goals. 
The  word  objective  can  be  substituted  for  goals;  however,  in  both  cases 
we  are  looking  for  patient  oriented  statements  of  expected  behavior. 
Usually  steps  take  about  a  week  to  complete.   By  working  toward  a  goal 
in  small  steps,  patients  begin  to  feel  success  immediately.   Staff  are 
less  likley  to  become  discouraged  as  progress  is  being  made. 

Target  dates  should  be  set  as  soon  as  work  in  started  on  a  goal.  These 
dates  serve  as  reminders  for  both  the  patient  and  staff.   Progress  notes 
are  usually  written  about  the  time  each  step  is  to  be  completed  and  will 
reflect  successful  attainment  or  describe  any  modifications  that  have 
been  made  in  the  goal  plan.   Dates  can  always  be  changed,  but  should  be  set 

Methods  in  goal  plans  are  more  specific  than  in  the  overall  patient  care 
plan.   The  patient  feels  reassured  that  he  is  not  working  on  the  goal 
along  when  he  knows  how  staff  plans  to  provide  assistance.   Often  the 
staff's  role  is  to  reenforce  the  patient's  responsibilities  by  asking 
about  progress  or  offering  encouragement  to  the  patient.   The  person  who 
is  responsible  should  be  indicated  in  the  method  section. 


ON  THE  FOLLOWING  PAGE  IS  AN  EXAMPLE  OF  A  GOAL  PLAN  FOR  ONE  OF  MRS ,  JAMES' 
GOALS . 
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EXAMPLE: 


GOAL  PLAN 


Need/Problem  //I  /"i^S,^  "S 

Goal;   MRS.  JAMES  READS  ABOUT  DIALYSIS  AND  VISITS  A  HOME  PATIENT  N^i/\ 
Target  starting  date:  June  10,  1980 
Target  ending  date:  July  7,  1980 


STEPS 


Dates 


METHODS 


1.      Mrs.    J.    reads  and  shares  infor- 
mation with  her  husband  about  each   . 
chapter  of  the  home   training  hand- 
book. 


6/21  Mrs.  Smith  gives  Mrs.  J.  the 
home  training  manual ,  intro- 
duces her  to  the  home  training 
nurse  and  asks  questions  each 
day  about  the  materials  that 
were  to  have  been  read  since 
the  previous  visit. 


2.  Mrs.  J.  meets  the  patient 
whose  home  she  plans  to  visit 
with  her  family. 


6/25       Mrs.   Smith  identifies  a  home 
patient  and  arranges  for  the 
patient   to  come  to  the  center 
or  for  Mrs.   J.    to  meet   at   the 
patient' s  home. 


3.  Mrs.  J.  and  her  husband  meet 
with  the  doctor  to  discuss  ques- 
tions and  concerns. 


6/28       Mrs.   Smith  helps   arrange  an 

appointment   at   a   time  when  Mr. 
J.    can  come  to  the  center. 


4.      Mrs.    J.    talks   to  her  child- 
ren about  bringing  a  machine  home 
and  shares   the  discussion  with 
Mrs .   Smi th . 


6/30       Mrs.   Smith  asks  about   the 
children' s  reactions. 


5.      Mr.    and  Mrs.    J  and  their 
children   visit   the  patient  who 
is  dialyzing  at  home  during  an 
actual   treatment. 


7/7  Mrs.    Smith  helps  arrange   the 

home  visit  and  agrees   to  meet 
with  the  families  during  the 
visit  if  needed. 
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Evaluation 

MONITOR  individualized  GOAL    PLANS    to  be  sure    that  implementation 
and  outcomes    are    consistent  with   the  agreed  upon  plan. 

Various  target  dates  can  provide  a  reminder  to  the  staff  to  periodically 
review  the  relevance  of  each  goal  and  the  actual  progress  being  made  in 
relation  to  the  written  plan.   At  the  time  goal  plans  are  written,  you 
may  find  it  helpful  to  identify  alternative  strategies  in  case  the 
methods  or  goals  or  steps  selected  initially  are  not  effective. 

REMEMBER:  If  you  cannot  write  a  PROGRESS 
note,  the  plan  probably  needs  revision! 


Progress  notes  not  only  provide  an  opportunity  to  document  progress, 
they  provide  a  mechanism  to  identify  modifications  in  the  plan  without 
requiring  a  team  meeting.   By  using  the  same  format  as  identified  on 
page  21  for  writing  the  initial  progress  note,  anyone  reading  the  notes 
can  understand  what  has  been  happening  and  any  changes  that  had  been 
made  in  the  plan.   The  use  of  the  numbering  system  can  make  it  easier 
to  identify  relevant  notes  for  each  short  term  goal  that  is  listed  in 
the  Patient  Care  Plan. 
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HERE  IS  AN  EXAMPLE  OF  A  PROGRESS  NOTE  REGARDING  MRS.  JAMES'  GOAL  PLAN. 


Date:      6/30/81 

Need/problem:      ffl 

Present  situation:      (P)      Mrs.    James  stated  that  her  children  were  not 
interested  in   visiting  a  strange  house  to  see  someone  they  didn't  know 
on  dialysis. 

Impression:      (I)      Seeing  someone  other  than   their  mother  would  probably 
not  have  any  real  meaning  to  the  children.      Since  Mrs.   James  had  been 
sick  and  away  from  home  frequently  the  past  few  months,    the  children 
had  been  exposed  to  several  babysitters   they  did  not  know  very  well   and 
had  become  nervous  about  being  around  strangers. 

Plan:        (P)      Mrs.   Smith  will   talk  with  the  physician  about  the   two  older 
children   visiting  the  unit   to  see  the  equipment  and  observe  their  mother 
during  a  dialysis   treatment.      Mrs.   Smith  will   arrange  a   time  that  will 
be  convenient   for  the  children,   Mr.    James  and  the  physician   to  come  to 
the   unit. 


HOWE  TRAINIKG  UNIT 


u 
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COMPLIANCE  WITH    FEDERAL  REQUIREMENTS 


HOW  DOES  THIS  APPROACH  TO  THE  DEVELOPMENT  OF  LONG  TERM  PROGRAMS  AND 
PATIENT  CARE  PLANS  RELATE  TO  FEDERAL  STANDARDS? 


REQUIREMENTS 


HOW  THEY  ARE  MET 


Professional  team  Involved  in 
planning  activities 


Each  professional  identifies  strengths 
and  needs  for  each  patient  leading  to 
the  development  of  the  Assessment 
Summary. 

The  role  of  each  team  member  is  iden- 
tified in  the  Patient  Care  Plan  and 
the  Goal  Plans. 


The  patient  is  involved  in 
planning  for  his/her  care. 


By  asking  the  patient  about  his/her 
needs,  having  him/her  select  goals 
to  work  on  and  stating  the  goals  in 
terras  of  patient  actions,  it  is  clear 
that  the  patient  was  involved. 


The  plan  is  personalized  and 
reflects  the  psychological, 
social  and  functional  needs  of 
the  patient. 


By  using  the  patient's   individual 
strengths,  needs  and  problems  as  a 
basis  for  developing  an   individualized 
plan,  it  relates  directly  to  the 
patient. 

Goals  are  based  on  all  relevant  infor- 
mation about  the  patient,  not  just  medi- 
cal information. 


Plans  are  reviewed  and  revised 


By  writing  time  limited  goals  and  a 
well  structured  progress  note,  review 
and  revision  activities  are  documented. 


Evaluation  of  progress  toward 
goals. 


Individualized  goal  plans  document  weekly 
progress  toward  goals.   By  including  com- 
pletion dates  and  appropriate  signatures 
on  a  care  plan,  evaluation  is  simplified. 

Goal  attainment  is  clear  since  goals  are 
written  in  clear  measur 
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CURRENT    LIMITATIONS 


THIS  LOOKS  PRETTY  GOOD  TO  US, 
BUT  \VHY  AREN'T  MORE  PEOPLE 
DOING  THIS  NOW? 


WHAT  ARE  THEY? 


WE  OFTEN  FORGET  FOR  THREE 
REASONS . 
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FIRST:   WE   LABEL  PATIENTS 

and  then  think  that  they  can't  improve.   Just  because  someone  is  non- 
compliant,  "poorly  motivated"  or  "incorrigible"  shouldn't  mean  that  we 
should  stop  helping  them.  We  need  to  start  with  small  steps  which  will 
let  the  patient  build  on  his/her  strengths  and,  thus,  experience  some 
success. 


SECOND:  WE  OFTEN  do  too  much  for 

PATIENTS 


This  is  because  it's  easier  to  do  things  for  patients  than  to  teach  them 
to  do  things  for  themselves. 

Remember  the  axiom  "IF  YOU  GIVE  A  PERSON  A  FISH,^HE  WILL  EAT  FOR  A  DAY. 
IF  YOU  TEACH  HIM  TO  FISH,  HE  WILL  EAT  FOR  A  LIFETIME. 


THIRD: WE  ONLY  PAY  ATTENTION  TO 

PROBLEMS 

Dealing  with  problems  takes  so  mucn  of  our  energy  that  we  forget  to  set 
goals.   We  think  so  much  about  what  is  wrong  that  we  don't  pay  enough 
attention  to  what  the  patient  CAN  do  and  what  they  COULD  ACCOMPLISH. 
There  have  been  studies  showing  that  a  large  percentage  of  staff  time  and 
attention  is  directed  toward. problems  which  have  little  chance  for  change, 
If  we  work  to  do  the  greatest  good  for  the  greatest  number  then  we  should 
pay  primary  attention  to  patient  needs  which  have  a  high  probability  for 
achievement  and  provide  positive  feedback  for  what  patient's  do  RIGHT. 
This  will  reduce  staff  and  patient  "burn  out". 
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CLEAR  LANGUAGE 


WHERE  DO  PEOPLE  HAVE  THE  MOST 
TROUBLE  LEARNING  TO  DEVELOP 
PLANS  LIKE  THESE? 


ONE  OF  THE  MAIN  PROBLEMS  PEOPLE 
HAVE  IS  LEARNING  TO  WRITE  CLEAR 
GOALS.   LET  ME  SHOW  YOU  SOME 
GOALS  THAT  ARE  NOT  CLEAR. 


Meet  with  the 
patient  and  discuss 

PROBLEIVIS 


30 


THAT'S  A  CLEAR  GOAL  AND 
IT  DESCRIBES  A  BEHAVIOR 


BUT  IF  THIS  IS  A  PATIENT  WITH 
MANY  PROBLEMS,  WHICH  ONES  ARE 
YOU  GOING  TO  WORK  WITH? 


THE  STAFF  THEN  SHOULD  COME  TO  AN 
AGREEMENT  WITH  THE  PATIENT  AS  TO  WHAT 
SPECIFIC  PROBLEM  OR  NEED  WILL  BE 
DISCUSSED,  SUCH  AS  ARRIVING  LATE  TO 
DIALYSIS  DUE  TO  OVERSLEEPING.   THUS, 
THE  GOAL  MAY  BE:   ARRIVES  AT  THE  UNIT 
WITHIN  FIVE  MINUTES  OF  SCHEDULED 
STARTING  TIME. 


THAT'S  THE  POINT!   THESE  GOALS 
ARE  CLEAR  AND  THE  PATIENT  KNOWS 
EXACTLY  WHAT  IS  EXPECTED. 


OH,  I  GET  IT.   THE  GOAL  SHOULD  BE  FOR 
WHAT  THE  PATIENT  WILL  BE  DOING  AND 
DIRECTED  AT  A  SPECIFIC  NEED. 


IT  CLEARLY  DELINEATES  STAFF  AND 
PATIENT  ROLES  AND  RESPONSIBILITIES 
IN  THE  PLAN  AND  WHAT  PROBLEM  ON 
WHICH  THE  PATIENT  IS  WORKING. 


V 
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^fl 


The 


^ 


patient 
develops 


self -awareness 
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THAT'S  A  FEELING  GOAL,  SO  YOU 

CAN'T  DESCRIBE  THE  PATIENT'S  BEHAVIOR. 


YOU  MEAN  SOMETHING  LIKE:  "APPLY  FOR  A 
JOB  WHERE  HE/SHE  HAS  THE  QUALIFICATIONS," 
OR  HE/SHE  WOULD  SAY  SOMETHING  LIKE:   "I 
ACCEPT  THE  FACT  THAT  A  HOMEMAKER  WILL 
HELP  ME  MANAGE  THE  HOME." 


WHY  NOT?  JUST  SAY  WHAT  THE 
PATIENT  WILL  DO  WHEN  HE/SHE 
DEVELOPS  SELF-AWARENESS. 


THAT'S  RIGHT.   JUST  GIVE  SOME 
EXAMPLES  OF  HOW  HE/SHE  MIGHT  ACT 
WHEN  HE/SHE  HAS  THIS  AWARENESS, 
THEN  OTHERS  CAN  ALWAYS  SEE  THAT 
PROGRESS  HAS  BEEN  MADE. 


^ 
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So  it  all  boils  down  to  one  thing: 
the  clearest  way  to  write  a  goal  is 
to  describe  what  the  patient  will 
be  doing  when  the  goal  is  achieved. 
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CLEAR   LANGUAGE  EXERCISE 

Instructions :     In  the  exercise  below,   we  have  listed  a  number  of  vague 
goals  or  needs.      Rewrite  each  statement  in  a  way  that  makes  it   clearer 
and  states  exactly  what   the  person  is  supposed  to  be  doing.      Try  to  be 
positive  in  your  statement .      Avoid  using  adverbs  and  adjectives  as   they 
tend  to  be   too  subjective. 

VAGUE  LANGUAGE  CLEAR /POSITIVE  LANGUAGE 


1.   SHOWS  AN  INTEREST  IN  DIALYSIS 


2.   STOPS  CHEATING  ON  DIET 


3.   LESS  ANXIOUS  ABOUT  DIALYSIS 


A.   EXERCISES  MORE 


5.   ANTI-SOCIAL 


6.   DISPLAYS  APPROPRIATE  BEHAVIOR     6, 


7.   BECOMES  LESS  DEPENDENT 


8.   HAS  A  MORE  MEANINGFUL  LIFE 


STATE  THE  GOALS  POSITIVELY.   DESCRIBE  THE  BEHAVIOR  YOU  WOULD  LIKE  THE 
PATIENT  TO  BE  DOING. 
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Instructions:      If  you  are  going  through  the  manual  as  a  group,   go  around 
the  group  and  discuss  your  responses  to  each  of  the  vague  phrases.      If 
you  are  working  alone,   compare  your  responses  with  the  suggestions  offered 
below.      Be  sure  that   your  response  describes  a  behavior  that   you  would 
like  to  see  the  patient   do  to  indicate  a  positive  action   toward  a  goal. 


HERE  ARE  SOME  EXAMPLES  OF  CLEAR  LANGUAGE 


VAGUE  LANGUAGE 


CLEAR/POSITIVE  LANGUAGE 


1.   SHOWS  AN  INTEREST  IN  DIALYSIS     Asks  about  dialysis  on  the  machine. 


2.   STOPS  CHEATING  ON  DIET 


Maintains  weight  gain  at  three (3) 
points  between  treatments. 


3.   LESS  ANXIOUS  ABOUT  DIALYSIS 


Patient  talks  to  nurse  while  she 
initiates  dialysis. 


4.   EXERCISES  MORE 


Fred  walks  into  the  unit  from  the  car. 


5.   ANTI-SOCIAL 


Louise  plays  bingo  with  other  patients 


6.   DISPLAYS  APPROPRIATE  BEHAVIOR     Alice  smiles  when  complimented  by 

staff. 


7.   BECOMES  LESS  DEPENDENT 


Arranges  for  and  goes  to  barber  by 
himself. 


8.   HAS  A  MORE  MEANINGFUL  LIFE 


She  plans  a  trip  to  visit  her  sister, 
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ASSESSMENT  AND  LONG  TERM 
PROGRAMS 


IN   THIS   SECTION    YOU  WILL: 


REVIEW  PATIENT  INVOLVEMENT  REQUIREMENTS 

IDENTIFY  WAYS  TO  INVOLVE  TRANSPLANT  SURGEONS 
AND  HOME  TRAINING  PHYSICIANS 

PRACTICE  WRITING  A  SUMMARY  ASSESSMENT  AND 
A  LONG  TERM  PROGRAM 

INTERVIEW  A  PATIENT 


SECTION   TWO 


INTRODUCTION 

While  this  section  will  focus  primarily  on  the  development  of 
long  term  programs  based  on  assessment  data,  it  will  begin  with  the 
concepts  and  requirements  for  patient  involvement.   Despite  the 
requirements  and  basic  belief  that  patients  should  be  informed  and 
involved  in  their  care,  many  ESRD  staff  members  have  difficulty  in 
effectively  utilizing  patient  inputs. 

A  unique  requirement  of  the  long  term  program  is  the  involvement 
of  all  team  members  including  the  patient,  a  transplant  surgeon  and  a 
physician-director  from  a  home  training  facility.   Facilities  not 
offering  transplantation  or  home  training  frequently  have  difficulty 
meeting  this  requirement,  so  suggestions  are  offered  that  might 
be  helpful  in  that  regard. 

An  effective  long  term  program  should  be  based  on  an  assessment 
of  patients'  strengths,  preferences,  problems  and  needs.  An  inter- 
disciplinary summary  assessment  sheet  is  recommended  to  compile 
assessment  data  acquired  by  each  team  member.   Such  a  summary 
encourages  staff  to  focus  on  a  patient  oriented  plan  rather  than 
a  nursing  or  dietary  plan. 

Through  a  practice  exercise  you  will  have  an  opportunity  to 
develop  a  long  term  program  based  on  assessment  data.   The  exercise 
will  illustrate  the  development  of  long  term  goals  which  provide  the 
basis  for  the  selection  of  treatment  modalities (or  visa  versa)  and 
the  relationship  of  assessment  data  to  both  of  these  activities. 
More  specifically,  an  additional  exercise  will  illustrate  the  use 
of  patient  strengths  in  the  selection  of  goals. 

A  guide  to  patient  interviewing  is  included  at  the  conclusion 
of  this  session  to  assist  each  professional  in  clearly  Identifying 
specific  strengths  and  needs  for  each  patient. 
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MANY  FACILITIES  ASK  PATIENTS  TO  SIGN  THEIR  LONG  TERM  PROGRAM  OR 
THEIR  PATIENT  CARE  PLAN  OR  BOTH  INDICATING  THAT  THE  PATIENT  IS 
AWARE  OF  AND  AGREES  TO  THE  GOALS,  TREATMENT  AND  STRATEGIES  THAT 
WERE  SELECTED.   THE  PATIENT'S  SIGNATURE  HAS  LITTLE  MEANING  IF 
THE  PATIENT  IS  NOT  ACTIVELY  INVOLVED  IN  THE  DEVELOPMENT  OF  THE 
PLAN  OR  PROGRAM. 


INDIVIDUALIZED  CARE  PLANNING  WITH  ACTIVE  PATIENT  PARTICIPATION  IS 
MORE  LIKELY  TO  MOTIVATE  PATIENTS  TOWARD  GOALS  BECAUSE  ^EN  THE 
PATIENT  HAS  A  CRUCIAL  ROLE  IN  PLANNING  AND  DECISION  MAKING  HE/SHE 
IS  MORE  LIKELY  TO  BE  COMMITTED  TO  THE  PLAN. 
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PATIENT  INVOLVEMENT 


While  It  may  be  difficult  at  first  to  get  patients  interested  in 

planning  for  their  care,  especially  if  they  have  not  been  involved 

in  the  past,  we  should  find  ways  to  be  sure  that: 

the  patient,  parent,  or  legal  guardian,  as  appropriate,  is 
involved  in  the  development  of  the  long  term  program  and 
patient  care  plan 

due  consideration  is  given  to  his/her  preferences 

patients  are  fully  informed  of  their  medical  condition,  unless 
medically  contraindicated 

patients  are  afforded  the  opportunity  to  participate  in  plan- 
ning for  their  medical  treatment 

patients  are  treated  with  consideration,  respect  and  full 
recognition  of  their  individuality  and  personal  needs. 

Otherwise  the  plans  become  staff  plans,  not  patient  plans.   Anytime 
we  expect  the  patient  to  "behave"  or  change  in  any  way,  he  must  be 
involved  in  and  agree  to  such  action. 

INSTRUCTIONS :      List  some  ways   that   you  could  involve  patients  in 
planning  for  their  care  in   your  facility  even  if  they  could  not 
actually  attend  care  planning  meetings . 


3^ 
6. 
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SUGGESTIONS  FOR  INVOLVING  THE  PATIENT 

1)ENC0URAGE  THE  PATIENT  TO    ASK  QUESTIONS   ABOUT   THE  CARE 
PLAN    OR      LONG  TERM    PROGRAM 

By  talking  with  the  patient  and  evaluating  the  kinds  of  ques- 
tions he/she  asks,  you  can  determine  whether  or  not  he/she  under- 
stands what  his/her  treatment  Is  about. 


2)GIVE  THE  PATIENT  SOME  CHOICES  IN  SELECTING    HIS/HER 
TREATMENT   MODALITY  OR  IN  SETTING  LONG  &  SHORT  TERM  GOALS. 

Even  If  only  one  modality  Is  suitable  for  the  patient,  give  him/her 
an  opportunity  to  select  the  time  for  treatment  or  place  he/she  will 
sit  during  his  treatment.   By  giving  him/her  choices  we  are  saying 
that  we  care  about  his/her  feelings  and  wishes. 


[HOWttXAlTSlSTRAIMIMOUMrr  ] 
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3)  MAKE  AN  EFFORT  TO   EXPLAIN   THE   MODALITY  AND  THE  GOALS    TO 
THE   PATIENT  AS  WELL   AS    THE  POSITIVE    AND  NEGATIVE 
CONSEQUENCES   OF  HIS/HER    BEHAVIOR. 

As  a  fellow  human  being,  the  patient  deserves  the  courtesy  of 
having  the  program  explained  even  if  he/she  refuses  to  partici- 
pate or  is  hostile.  We  are  not  only  sharing  knowledge  and  expec- 
tations, but  we  are  reducing  the  degree  of  tension  or  hostility. 
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STAFF  RESISTANCE  TO  MEANINGFULLY  INVOLVING  THE  PATIENT 


^£^ 


Some  staff  believe  that  patients  should  not  be  Involved  In 
developing  their  plans.   "After  all,  they  are  handicapped  and  it  is 
our  job  to  help  them."  The  following  ideas  may  help  you  deal  with 
this  feeling. 

Patients  have  the  legal  and  moral  right  to  be  involved  and 
this  right  should  not  be  compromised.   However,  we  should  also  real- 
ize that  for  many  staff  this  is  a  new  idea  and  much  of  their  resis- 
tance comes  because  they  do  not  know  how  to  do  it  and  have  not  exper- 
ienced it.   Progress  may  be  gradual,  so  we  should  not  expect  too  much 
too  quickly. 

The  best  way  to  teach  involving  patients  is  by  "modeling"  for 
staff  how  to  do  this  and  also  through  supportive  guidance  and  super- 
vision. 

Since  certain  staff  feel  more  comfortable  with  some  patients  than 
with  others,  we  should  have  them  choose  a  patient  they  like  to  work 
with  for  their  first  attempt  at  planning  with  a  patient.   This  will 
make  it  easier  for  them  to  practice  how  to  Involve  the  patient  in 
planning  for  his/her  care. 

Emphasize  the  clinical  advantages  of  involving  the  patient.  He/she 
is  more  committed  to  working  on  the  plan,  it  helps  develop  self-esteem, 
and  it  is  an  excellent  way  for  staff  to  learn  more  about  the  patient  and 
what  is  important  to  him/her. 
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INVOLVING  TRANSPLANT  SURGEONS 
HOME  TRAINING    PHYSICIANS 

THE  ULTIMATE  OUTCOME  OF  THE  LONG  TERM  PROGRAM  PROCESS  IS  THE  SELECTION 
OF  A  SUITABLE  TREATMENT  MODALITY:  HOWEVER,  WE  CANNOT  SELECT  THE  MOST 
SUITABLE  MODALITY  UNTIL  EACH  TEAM  MEMBER  HAS  COMPLETED  AN  ASSESSMENT 
AND  THE  PATIENT'S  LONG  TERM  GOALS  HAVE  BEEN  IDENTIFIED. 

A  mechanism  is  needed  to  insure  the  recommendations  of  a  transplant 
surgeon  and  a  physician-director  of  a  facility  that  offers  home 
training.   Patient's  have  a  right  to  be  informed  of  these  options,  and 
more  often  than  not  the  physical  presence  of  these  individuals  and /or 
one  of  their  team  members  at  a  meeting  may  be  practical. 

INSTRUCTIONS :        List  some  of  the  ways  you  have  already  tried  or  might 
consider  to  include  the  transplant  surgeon  or  home  training  physician 
on   the   team  to  develop  long  term  programs.      Also  identify  previous 
restrictions  which  have  limited  the  involvement  of  these  individuals. 

Transplant  surgeon: 

A.  Why  is  the  transplant  surgeon  needed/helpful  in  developing  long 
term  plans? 

1) 

2) 

3) 

B.  Ways  you  have  or  could  involve  the  transplant  surgeon. 

1) 

2)  _______„_____^ 

3) ^ 

Co   Why  haven't  you  involved  the  transplant  surgeon  in  the  past? 

1) 
2) 
3) 
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Physician-director  of  a  home  training  facility: 

A.  Why  is  the  physician-director  of  a  home  training  facility  needed/ 
helpful  in  developing  long  term  plans? 

1)  ___^_ 

2)  

3)  

B.  Ways  you  have  or  could  involve  the  physician-director. 

1) 

2) 

3)  

C.  Why  haven't  you  involved  the  physician-director  of  a  home  training 
facility  in  the  past? 

1)  

2)  

3)  
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SUGGESTIONS  FOR  INVOLVING  REQUIRED  TEAM  MEMBERS 
(i.e.  Transplant /home  training  physician) 


1.  The  transplant/home  training  physician  could  submit  a  list  of 
questions  to  be  asked  of  and  about  the  patient  during  the  plan- 
ning meeting. 

2.  A  representative  from  the  staff  of  the  transplant /home  training 
facility  could  attend  the  planning  meeting  on  behalf  of  their 
physician  director. 

3.  An  advocate  who  is  familiar  with  home  traning  and  transplanta- 
tion, having  visited  the  programs,  could  help  speak  on  behalf 
of  the  patient. 

4.  A  conference  line  could  be  used  during  part  of  the  planning 
meeting  to  include  the  transplant /home  training  physician  inputs, 

5.  The  patient's  medical  record  could  be  mailed  to  the  physician 
prior  to  the  planning  meeting  to  provide  a  basis  for  assessing 
the  appropriateness  of  considering  home  training  or  transplan- 
tation. 

6.  A  home  training/transplant  physician  could  visit  the  center 
periodically  and  meet  with  several  patients  as  a  group  to  answer 
questions  about  home  training  or  transplantation. 

7.  The  nephrologist  responsible  for  the  care  of  the  patient  could 
call  the  patient  and  discuss  potential  home  training  or  trans- 
plantation possibilities. 


SINCE  THESE  INDIVIDUALS  ARE  REQUIRED  TO  PARTICIPATE  IN  THE  DEVELOPMENT 
OF  THE  LONG  TERM  PROGRAM  AND  THE  PATIENT  HAS  A  RIGHT  TO  BE  INFORMED 
ABOUT  SERVICES  THAT  ARE  AVAILABLE,  A  MECHANISM  FOR  SHARING  INFORMATION 
ABOUT  TRANSPLANTATION  AND  HOME  TRAINING  SHOULD  BE  ESTABLISHED, 
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Summary  Assessment 


AS  INDICATED  IN  SECTION  ONE.  THE  FIRST  STEP  IN  THE  DEVELOPMENT  OF 
THE  LONG  TERM  PROGRAM  AND  PATIENT  CARE  PLAN  IS  THE  DEVELOPMENT  OF 
A  SUMMARY  ASSESSMENT. 

All  of  the  strengths,  needs,  and  problems  identified  by  the  staff 
during  their  individual  assessment  activities  can  be  summarized  for 
review  during  the  planning  meetings.   By  summarizing  these  data 
prior  to  the  team  meeting,  considerable  time  could  be  saved  during 
the  meeting  reviewing  individual  assessments. 

THE  SUMMARY  CAN  BE  DEVELOPED  IN  A  NUMBER  OF  WAYS. 

1)  One  individual,  who  may  be  called  the  care  plan  coordinator,  can 
review  the  records  and  extract  relevant  information  for  planning 
and  list  it  on  a  summary  sheet  before  the  meeting. 

2)  Each  staff  member  could  add  to  a  summary  sheet  as  it  is  passed 
through  the  unit  prior  to  the  meeting. 

3)  The  coordinator  could  interview  the  patient  and  attempt  to  acquire 
as  much  information  as  possible,  completing  the  summary  at  the 
staff  meeting. 

4)  The  entire  summary  could  be  developed  on  a  blackboard  during  the 
staff  meeting. 

CAN  YOU  THINK  OF  OTHER  WAYS  THAT  THE  ASSESSMENT  DATA  COULD  BE  SUMMAR- 
IZED AND  DOCUMENTED  IN  A  WAY  THAT  IT  WOULD  BE  USEFUL  FOR  PLANNING? 

Write  your  ideas  here: „______________ 


BE  SURE  THE  PATIENT  HAS  AN  OPPORTUNITY  TO  REVIEW  HIS  ASSESS- 
MENT SUMMARY.   Often  he  can  add  additional  information  or 
can  make  general  statements  more  specific. 
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INSTRUCTIONS  i 


Two  patients  are  described.      Take  this  opportunity 


to  practice  identifying  strengths  and  needs /problems ,   stating  long 
term  goals  and  selecting  potential   treatment  modalities.     If  this 
manual  is  being  used  as  a  training  guide  for  several  EBRD  staff 
members,  divide  the  group  in  two  sections  and  have  each  section 
work  on  one  of  the  cases  studies  provided.      If  you  are  reviewing 
the  manual  alone,   you  may  wish  to  attempt  each  case  study. 


Case  1 


Walter  Johnson  is  23  and  lives  with  an  older  sister.   He 
has  had  renal  disease  for  the  past  six  years  and  recently 
started  dialysis.   His  doctors  have  determined  that  he  is 
not  a  good  candidate  for  transplantation  but  he  is  capable 
of  self  dialysis.   Because  of  his  prior  illness,  he  did 
not  graduate  from  high  school  and  has  never  worked.   But 
he  is  interested  in  electronics.   He  is  very  bored  and 
restless  while  on  dialysis  and  would  like  to  find  better 
ways  to  spend  his  time. 
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Case  2 


Mary  Folson  is  42  years  old.   She  lives  with  her  mother, 
who  is  73,  in  a  small  town  about  25  miles  from  the  dialy- 
sis facility.   She  does  not  drive  and  severa  friends  now 
take  her  to  and  from  dialysis.  Her  doctors  have  determined 
that  she  is  a  suitable  candidate  for  transplantation  and 
her  brother  is  a  willing  donor  if  he  is  compatable. 
The  nearest  transplant  center  is  eighty  miles  away,  in 
a  large  city.   Bus  transportation  is  very  poor  and  a  one 
way  trip  takes  nearly  four  hours,  making  a  one  day  trip 
impossible.  Mary  feels  that  she  cannot  leave  her  mother 
by  herself  for  more  than  one  day  at  a  time  and  is  worried 
about  having  to  make  repeated  overnight  trips  to  the  city 
after  her  transplant 


INSTRUCTIONS :    The  sheets   that  follow  provide  a  place  for   you  to 

record   your   ideas.    SET  A   TIME  LIMIT  ALLOWING  TIME  FOR  DISCUSSION. 

First ,   complete  the  list  of  STRENGTHS  and  NEEDS /PROBLEMS 

Second ,    identify   LONG   TERM  GOALS. 

Third,    select    the   TREATMENT  MODALITY. 

Fourth ,   identify  NEEDS  to  be  met  or  PROBLEMS  to  be  resolved. 

YOU  CAN  MAKE  ASSUMPTIONS  ABOUT  EITHER  OF  THESE  CASES 
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COMPLETE   THE  F0LL0V7ING    INFORMATION   FOR  THE   CASE   YOU   SELECTED 


1. IDENTIFY  THE  PATIENT'S    STRENGTHS  AND  NEEDS 

In  clear,   specific  language  describe  the  strengths,   resources 

or  patient  preferences  in   the  STRENGTHS  column.      List   the  needs 
or  problems  that  may  require  modification  in   the  NEEDS /PROBLEMS 
column.      Needs /problems  are  numbered  to  facilitate  identification 
of  progress  notes. 


STRENGTHS 


NEEDS /PROBLEMS 


1. 
2. 
3. 
4. 
5. 
6. 


2.STATE  LONG   TERM  GOALS 

What  might   the  patient  be  a£>le   to  accomplish  in  one  year?     In  addition 
medical   goals,   think  in   terms  of  psychological,   social   and  functional 
goal   for  the  patient.      State  the  patient's  goals  with  an  action  verb. 

1.  ^ _^_____ 

2.  ^ ___„ 

3.  ______________„__________ ___^= =_=_ 

4. 
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3.SELECT  A  TREATMENT    MODALITY 

Identify  the  treatment  modality  that  is  most  consistent  with  the 
patient' s  long  term  goals.      Can  the  treatment  be  modified  in  some 
way  to  increase  the  patient's  responsibility  for  his/her  care? 
You  may  wish  to  describe  the  patient' s  present   treatment  modality 
and  the  proposed  modality  in   this  section  of  the  long  term  program. 

PRESENT  MODALITY: 

PATIENT'S   INVOLVEMENT i 


PROPOSED  MODALITY: 


PA TIENT ' S  INVOLVEMENT : 


4.IDENTIFY  THE  NEEDS  TO  BE  MET 

circle  the  numbers  in  the  NEEDS /PROBLEMS  list  on   the  previous  page 
that  identify  the  needs  to  be  met  or  problems   to  be  resolved  before 
the     patient  can  achieve  his/her  long  term  goals  or  potential   treat- 
ment modality.      List  or  restate  the  needs /problems  in  POSITIVE  terms 
describing  how  the  patient  should  act  or  behave  in  order  to  make  pro- 
gress  toward  his/her  goals. 

Number  DESIRED  OR  NEEDED  BEHAVIOUR 


YOU  WILL  BE  USING  THE  INFORMATION  FROM  THIS  FOURTH  STEP  WHEN  YOU  WRITE 
A  PATIENT  CARE  PLAN  IN  THE  NEXT  SECTION  OF  THE  MANUAL. 
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PRACTICE  EXERCISE  DISCUSSION 


DIRECTIONS :      In  order  to  avoid  rereading  each  case,    take  a  few  minutes 
now  and  read  the  Case  you  did  not   do.      Then,    go  around  the  group  having 
each  person  present   the  long  term  program  they  developed.      You  may  prefer 
to  complete   the  discussion  of  one  case,   having  each  person  who  chose   that 
case  supplement   the  original  presenter  followed  by  comments  from  the  rest 
of  the  group.      The  lists  below  may  be  helpful   to  each  presenter  and  to 
those  listening  to  the  presentations. 


PRESENTER: 

1.  Present  your  summary  assessment  first  listing  strengths,  then 
needs  and  pr6blems. 

2.  Identify  the  goals  you  feel  the  patient  might  be  able  to  accomplish 
during  the  next  year. 

3.  Describe  the  patient's  present  modality  and  the  involvement  of  the 
patient  in  his/her  treatment. 

4.  Describe  the  modality  toward  which  the  patient  will  be  working. 

5.  List  the  needs  that  must  be  met  before  the  long  term  goals  or  the 
proposed  treatment  modality  can  be  achieved. 


LISTENER: 

1.  How  might  the  patient  have  been  involved  in  his/her: 

Assessment? 

Setting  of  Long  term  goals? 

Selection  of  Treatment  modality? 

2.  Are  the  goals  clearly  stated,  measureable  and  reasonable? 

3.  Do  the  goals  relate  to  the  assessment  summary? 

4.  Is  the  plan  clear  enough  to  provide  a  basis  for  the  development  of  a 
Patient  Care  Plan? 


BE  SURE  YOUR  COMMENTS  TO  THE  PRESENTER  ARE  SPECIFIC,  OBJECTIVE  AND 
HELPFUL. 


EXAMPLES  OF  LONG  TERM  PROGRAMS  DEVELOPED  FOR  CASE  1  AND  CASE  2  ARE  PROVIDED. 


EXAMPT^:       LONG   TERM   PROGRAM 
C3SG    I  WALTER 


1. IDENTIFY  THE  PATIENT'S    STRENGTHS  AND  NEEDS 


STRENGTHS 

Wants  something  to  do 

Youth 

Fairly  new  to  dialysis 
Self  dialysis  is  possible 
Interested  in  electronics 

Has  a  supportive  sister 


NEEDS/PROBLEMS 

1.  Partner  for  dialysis 


2. 

Finish  High  School 

2. 

Start  learning  about  dialysis 

a. 

Bored  during  dialysis 

5. 

Needs  a  job 

6. 

Has  few  friends 

2  STATE  LONG   TERM  GOALS 

Walter  performs  his  own  dialysis  in  thp  rpnf^r. 

W^ltey  finishes  high  school  through  equivalency  diploma. 


Walter  enrolls  in  technical  school 


Walter  decides  about  self  dialysis  at  home>possibly  with  CAPP/IPD. 
3.SELECT  A  TREATMENT  MODALITY 

PRESENT  MODALITY:   In-center  hemodialysis 


PATIENT  INVOLVEMENT:  Weighs  self,  holds  needle  site 
POTENTIAL  MODALITY:  Splf  r^^^^vs^s  in  rpnfpr/mav   HialvzP  af  hoTnP 
PATIENT  INVOLVEMENT:  Learns  how  to  perform  hemodialysis 

4.IDENTIFY  THE  NEEDS  TO  BE  MET 

Differentiate  between  hemodialysis,  CAPD  and  IPD 

Enrolls  in  high  school  equivalency  program 

Complete  vocational  rehabilitation  evaluation 

Identify  sisterfe  interest  in  serving  as  a  home  partner. 


53 


EXAMPIX:   LONG  TERM  PROGRAM 

V#3SG  2  MARY 

1  IDENTIFY  THE  PATIENTS    STRENGTHS  AND  NEEDS 


STRENGTHS  NEEDS/PROBLEMS 

1.   Transplant  evaluation 


Friends  drive  her  to  center  2.   Determine  brother's  suitability 

Responsible   for  mother  3.-Ji£lp_£QJLJiioJ±££ 

Transplant   candidate 4.    Ride   to  Transplant  center 

Potential  dcnor  brother  5.    Break  from  mother 


Bus   is  available   for  Transplant^.   Too  Htfle  social  life 

2  STATE  LONG   TERM  GOALS 

Mary  and  brother  complete  evaluation  and,  if  possible,  transplant 

Mary  initiates  involvement  in  community. 

Mary  learns  to  drive. 

3.SELECT  A  TREATMENT    MODALITY 

PRESENT  MODALITY:   Hemodialysis  in  center 

Observes  treatment 


PATIENT  INVOLVEMENT; 


POTENTIAL  MODALITY:  Living  related  transplant/Cadaveric  list 

PATIENT  INVOLVEMENT:   Arranges  for  evaluation  and  transplant 

4.IDENTIFY  THE  NEEDS  TO  BE  MET 

Brother's  agreement  to  be  evaluated  and  possibly  to  donate  kidney. 

■     I 

Coverage  for  mother  during  evaluation,  transplant  and  follovup. 
Arrange  transportation  to  Transplant  center  as  needed 
Complete  evaluation  for  transplant ^^ 
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USE  OF  STRENGTHS  IN  SETTING  GOALS 


AFTER  YOU  HAVE  IDENTIFIED  THE  LONG  TERM  GOALS  AND  TREATMENT  MODALITY, 
REVIEW  THE  STRENGTHS  LIST  AND  SEE  HOW  MANY  STRENGTHS  YOU  CAN  IDENTIFY 
THAT  MIGHT  BE  RELEVANT  OR  USEFUL  IN  MAKING  PROGRESS  ON  GOALS. 

The  following  is  an  exercise  in  using  strengths  to  help  meet  needs. 
The  application  of  strengths  in  meeting  needs  becomes  important  in  the 
development  of  short  term  goals  for  the  patient  care  plan. 

INSTRUCTIONS :   Read  the  case  study  and  the  list  of  STRENGTHS  and  NEEDS 
provided.      Then,   try  to  identify  as  many  strengths  as  you  can   that  might 
have  some  impact  on  each  of  the  needs  listed.      Write  one  short   term  goal 
that  shows  how  you  have  used  a  strength  to  meet  a  need. 


ALLEN  BAKER  is  39  years  old,  and  he  has  been  on  dialysis  for  8  months. 
His  doctors  have  determined  that  he  is  not  a  suitable  transplant  candi- 
date.  He  is  unwilling  to  consider  home  dialysis  because  he  feels  that 
his  wife  would  not  be  a  suitable  helper. 


Likes  to  read  1.   Become  more  comfortable 

t    ^j        Lj   j^i-  1-.  with  dialysis 

Close  relationship  with  his 

children  age  10  and  12.  2.   Participate  in  needle 


Member  of  several  clubs  and 
civic  groups 

Skilled  with  his  hands 

Very  interested  in  health  and  his 
dialysis  treatment  -observes 

Active  in  dialysis  patient  group 

Some  previous  experience  as  a 
journalist. 


insertion 

3.  Occupy  time  on  dialysis 

4.  Find  satisfying  part  time 
work 


MAKE  NOTES  ABOUT  YOUR  DISCUSSION  ON  RELATING  STRENGTHS  TO  NEEDS  HERE: 

1.  Comfort  with  dialysis; 

2.  Needle  insertion: 

3.  Occupy  time:  


4.  Part  time  work: 


WRITE  ONE  SHORT  TERM  GOAL  ILLUSTRATING  THE  USE  OF  A  STRENGTH  IN  THE  GOAL. 
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EXAMPLES  OF  USING  STRENGTHS  TO  HELP  WITH  NEEDS 


NEEDS 


STRENGTHS 


1.  Comfort  with  dialysis 


2.  Needle  Insertion 


3.  Occupy  time  on  dialysis 


Read  about  dialysis 

Learn  from  other  patients  in  group 

Talk  to  civic  groups  about  dialysis 

Write  about  dialysis 

Interest  in  health  and  treatment 


Ask  other  patients  about  needle 
Skill  in  using  his  hands 
Interest  in  health  and  treatment 

Read  and  write  on  dialysis 

Visit  with  children  during  dialysis 

Write  for  civic  groups  i.e.  newsletters 


A.  Part  time  work 


Reactivate  journalistic  skills 
Write  patient  education  materials 


SHORT  TERM  GOALS:  Since  our  emphasis  is  to  identify  goals  that  will  be  interes- 
ting to  Allen  while  having  impact  on  his  needs,  the  following  goals  might  be 
appropriate, 

1.  Allen  initiates  a  patient  oriented  newsletter. 

2.  Allen  writes  about  his  experiences  on  dialysis  and  with  needle  insertion 
for  ESRD  journals  of  newspapers. 

3.  Allen  takes  a  patient  with  him  to  a  civic  group  meeting 

4.  Allen  talks  to  other  patients  about  their  experiences  in  learning  needle 
insertion. 
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HOMEWORK    ASSIGNMENT 

CHOSE  A  PATIENT  YOU  ARE  WORKING  WITH  NOW  TO  DEVELOP  A  STRENGTHS /NEEDS/ 
PROBLEM  LIST.   If  possible,  review  the  list  with  the  patient  and  ask 
his/her  to  provide  additional  information.  You  can  record  your  data  on 
the  following  worksheet. 

Good  communication  and  interviewing  skills  are  essential  to  the 
development  of  effective  assessment  data.   The  more  we  know  about  a 
patient's  likes,  needs  and  preferences,  the  more  likely  we  are  to  idenify 
goals  that  will  be  interesting  to  him/her.   The  final  pages  of  this  sec- 
tion contain  several  questions  that  might  be  helpful  in  interviewing  the 
patient. 

You  will  think  of  and  are  already  aware  of  numerous  questions  that 
will  help  you  understand  the  patient  better.   Anytime  the  patient  provides 
information  in  a  way  that  is  negative  or  suggests  a  need,  try  to  get  him/ 
her  to  restate  the  information  in  a  way  that  describes  how  the  situation 
might  be  modified.   For  example: 

Tell  me  what  you  do  when  this  happens? 

How  Yave   you  avoided  this  from  happening  in  the  past? 

Can  you  be  more  specific? 

Tell  me  more  about  what  is  going  on  when  you  feel  this  way? 

What  have  you  learned  about  yourself  in  this  activity? 

Where  would  you  like  to  tackle  this  concern? 

Try  to  describe  the  patient's  behavior  in  situations  rather  than  his 
feelings  or  what  you  think  he  is  feeling,   by  describing  behaviors  that 
your  have  either  seen  or  the  patient  has  told  you  about,  you  will  feel  more 
comfortable  about  writing  that  information  in  the  record. 

AVOID  WRITING  WHAT  YOU  THINK  A  BEHAVIOR  MEANS;  JUST  DESCRIBE  THE  BEHAVIOR 

After  you  have  completed  the  assessment  with  the  patient,  ask  him/her 
which  of  the  needs  he  would  be  most  willing  to  work  on  and  CIRCLE  them. 
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DIRECTIONS :    Using  the  interview  questions  suggested  on   the  next  pages   to 
supplement   your  usual   assessment  instrument ,   meet  with  one  of  your  patients 
and  develop  a  summary  assessment  recording  information   that  might  be  help- 
ful  in   the  development   of  a  long  term  program  or  care  plan  in   the  space 
below.       THE  CATEGORIES   LISTED  HERE  ARE  OFFERED  AS  A   SUGGESTION   TO  HELP   YOU 
ORGANIZE  YOUR  DATA.      You  may  prefer  to  develop  the  summary  without   categories 
or  with  modifications  of  those  shown  here. 


Summary  Assessment 


STRENGTHS 


NEEDS/PROBLEMS 


MEDICAL 
General 


Self  Care/Home 


Transplantat  ion 


PSYCHOSOCIAL 


DIETARY 


PERSONAL 


AVOID  JARGON  OR  VAGUE  PHRASING;  DESCRIBE  SPECIFIC  OBSERVABLE  BEHAVIOR!! 
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INTERVIEW  GUIDE 


STRENGTHS /RESOURCES /PREFERENCES 


NEEDS /PROBLEMS /CONCERNS 


PERSONAL  INTERESTS 


What  do  you  like  to  do  in  your  spare  time? 
i.e.  hobties,  sports 

To  what  clubs  or  organizations  have  your 
belonged? 

Are  you  interested  in  music  or  education? 

Who  in  the  way  of  family  or  friends  do  you 
rely  on  to  help  you?  How  do  they  help? 

What  are  you  most  proud  of  accomplishing 
in  your  life? 

With  whom  do  you  live? 

What  do  you  do  on  days  when  you  are  at 
home? 


Would  you  like  to  do  something  during  dialysis? 

Could  you  become  more  active  in  a  community 
group  now? 

How  might  we  help  you  develop  your  interests 
while  you  are  here  at  the  center  or  at  home? 

How  might  family  or  friends  help  you  now? 

What  had  you  planned  to  accomplish  during  the 
next  few  years? 

Are  you  satisfied  with  your  living  arrangement? 

Are  you  concerned  about  your  sex  life?   Is  your 
spouse  concerned? 


PHYSICAL  INDEPENDENCE 


During  what  time  of  the  day  do  your  feel 
the  best  physically? 

How  do  you  get  to  the  center? 

How  much  of  your  personal  self  care  can 
you  do? 

What  do  you  like  to  do  out  doors? 

What  physical  activities  or  sports  have 
you  enjoyed  in  the  past? 

VThat  household  activities  do  you  help  V7ith? 

What  other  responsibilities  do  you  have  at 
home? 

How  much  time  do  you  spend  with  your  chil- 
dren? What  do  you  enjoy  doing  together? 


How  long  can  you  be  active  without  resting? 
Can  you  drive  a  car?   Do  you  have  a  car? 


During  what  time  of  the  day  do  you  have  the 
greatest  difficulty? 

Is  your  transportation  to  the  center  satisfac- 
tory to  you  and  the  others  who  may  help  you? 

In  what  areas  would  you  like  to  be  more  inde- 
pendent? 

Could  you  become  more  active  in  an  outdoor 
sport  or  activity? 

What  other  activities  would  you  like  to  be  able 
to  do  at  home? 

How  could  you  be  more  helpful  at  home? 

Which  rooms  or  activities  require  modification 
for  you  to  be  able  to  function  more  independently 
at  home? 


How  long  do  you  need  to  rest  when  you  become  tired? 
Do  you  want  to  drive? 

OCCUPATIONAL/FINANCIAL  STATUS 


What  kind  of  work  have  you  done  in  the  past? 

What  communication  skills  do  your  have  i.e. 
writing,  speaking? 

How  have  you  learned  new  skills  in  the  past? 
Have  you  read  about  them,  observed,  experi- 
mented or  taken  a  course? 

Would  you  work  if  you  were  not  concerned 
about  losing  your  disability  income? 

How  many  days /hours  a  week  do  you  think  you 
could  work? 


Could  you  do  any  work  like  this  now? 

How  might  you  develop  some  of  your  communication 
skills? 

How  might  we  help  you  learn  new  skills? 

What  would  need  to  be  different  for  you  to  be 
employed  again? 

Is  there  another  job  you  would  like  to  learn? 

Would  you  like  more  education? 


MEDICAL  STATUS 


Have  you  had  general  good  health  before 
your  ESRD  related  illness? 

Did  you  usually  follow  the  advise  the  doctor 
gave  you  when  you  were  ill  i.e.  medications, 
rest,  diet? 

How  did  you  remember  to  take  medications  in 
the  past? 


I'/hat  kind  of  sickness  have  you  had  before? 

Which  limitations  bother  you  the  most? 

What  more  about  ESRD  or  your  treatment  would 
you  like  to  understand/ 
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DIALYSIS 


What  do  you  know  about  the  various  forms  of 
dialysis? 

Which  parts  of  your  treatment  interest  you 
the  most? 

Which  parts  of  the  procedure  do  you  think 
you  could  do  now? 

When,  during  your  treatment  do  you  feel  the 
best? 

Near  what  patient  do  you  like  to  sit  during 
your  dialysis? 

Do  you  think  you  think  you  could  help  ano- 
ther patient  be  more  comfortable  during 
dialysis? 

What  would  you  like  about  doing  your  own 
dialysis? 

Do  you  have  someone  who  could  help  you  at 
home  with  dialysis? 

Who  in  your  family  is  most  interested  or 
concerned  about  your  dialysis? 

What  and  who  do  you  like  most  at  the  center? 

PSYCHOLOGICAL  STATUS 
When  are  you  in  the  best  mood? 


Would  you  like  to  be  more  involved  in  your  dialysis? 

What  scares  you  the  most  about  dialysis? 

Would  you  like  to  talk  to  someone  who  is  doing 
their  own  dialysis? 

What  kinds  of  discomforts  do  you  feel  during  your 
treatment? 

Which  patient  upsets  you  the  most  in  the  center? 

Could  we  help  you  identify  someone  who  might  help 
you  with  your  own  dialysis  at  home? 

How  can  staff  make  you  more  comfortable  during 
your  dialysis? 

Who  do  you  feel  most  comfortable  talking  with  on 
the  staff? 

How  could  the  environment  be  improved  for  you  in 
the  center? 


What  do  we  do  now  that  makes  you  feel 
better? 

What  good  things  do  you  see  in  your  pre- 
sent or  future? 

Do  you  go  to  church  or  have  strong  reli- 
gious beliefs? 

IVho  is  most  helpful  in  cheering  you  up? 

Who  can  you  rely  x>n  the  help  you  on  a 
regular  basis? 


What  are  your  concerns  about  the  future? 

Would  you  like  to  talk  to  a  counsellor,  minister, 
or  other  patient? 

What  do  you  wish  were  different  about  your  life? 

When  do  you  feel  most  discouraged? 

How  might  others  help  you  feel  better? 

When  you  feel  down,  what  do  you  do? 


TRANSPLANTATION 


Do  you  have  brothers,  sisters  or  parents 
who  might  come  to  talk  with  us  about 
transplantation /being  a  donor? 

Do  you  have  a  telephone? 

Do  you  want  a  transplant 

Where  would  you  like  to  go  for  a  trans- 
plant? 


What  questions  do  you  have  about  a  transplant? 


How  would  you  get  here  if  a  kidney  became 
available? 


What  preparations  would  hou  need  to  make  before 
transplant  surgery? 


NUTRITIONAL  STATUS 


Who  prepares  the  food  at  your  home? 

What  is  your  favorite  time  to  eat? 

What  are  your  favorite  foods? 

Are  you  satisfied  with  your  usual  weight? 

With  whom  do  you  enjoy  eating  the  most? 

What  about  your  new  diet  was  the  easiest  for 
you  to  get  use  to? 

What  do  you  eat  before  coming  to  the  center? 

Have  you  ever  been  on  a  diet  before? 


Would  you  like  to  eat  somewhere  other  than  home 
once  in  a  while? 

What  foods  taste  "funny"  to  you? 

What  do  you  do  to  quench  your  thirst? 

What  foods  do  you  miss  the  most? 

What  role  do  you  have  in  preparing  or  selecting 
the  food  you  eat? 

Do  you  get  hungry  before/during/after  your 
treatment? 

Do  you  have  difficulty  obtaining  some  of  the 
foods  we  have  recommended? 
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SECTION 


PATIENT  CARE  PLANS 
AND  GOAL  PLANS 


IN  THIS   SECTION    YOU  WILL; 


WRITE  A  PATIENT  CARE  PLAN  ON  A  CASE 

WRITE  A  GOAL  PLAN  ON  A  CASE 

WRITE  A  LONG  TERM  PROGRAM  AND  PATIENT  CARE  PLAN 
ON  YOUR  PATIENT 


SECTION  THREE 


INTRODUCTION 

This  section  of  the  manual  will  require  the  greatest  effort  on 
your  part  as  you  will  be  completing  patient  care  plans  and  goal  plans 
for  the  Case  studies  in  Section  Two.   Think  in  terms  of  STRENGTHS 
rather  than  PROBLEMS.   By  encouraging  patients  to  do  things  they  like 
or  want  to  do  or  have  done  well  in  the  past,  they  are  more  likely 
to  work  on  goals  and  have  positive  impact  on  their  needs  or  problesm. 

While  regulations  do  not  specifically  mention  GOAL  PLANS,  they 
do  state  that  plans  should  be  individualized  to  meet  the  needs  of  the 
patient.   The  overall  patient  care  plan  summarizes  all  of  the  patients 
goals;  but  the  goal  plan  provides  the  direction  to  the  staff  and  patients 
on  daily  basis  and  leads  to  the  satisfacion  of  greater  patient  indepen- 
dence.  The  more  difficult  a  goal  may  be  to  accomplish,  the  greater 
the  emphasis  to  be  placed  on  the  goal  plan. 

After  completing  plans  for  the  patients  described  in  Section  Two, 
you  will  develop  a  complete  long  term  program,  patient  care  plan  and 
goal  plan  on  the  patient  you  interviewed  for  your  homework  assignment. 
Through  the  attainment  of  short  term  goals  progress  is  made  toward  long 
term  goals.   By  developing  a  single  patient  care  plan,  based  on  the  in- 
puts of  all  team  members,  we  are  more  likely  to  attain  goals,  establish 
interdisciplinary  coordinations  and  promote  continuity  of  care.   You  may 
wish  to  review  Section  Four  of  the  manual  to  identify  ways  that  the  team 
can  function  efficiently  in  the  development  of  care  plans.   Since  Goal 
Plans  are  written  outside  of  the  team  meeting,  time  is  not  wasted  dur- 
ing the  meeting  and  the  patient  can  participate  effectively. 

Even  though  you  may  have  been  writing  plans  for  a  number  of  years, 
these  exercises  may  produce  some  frustration.   The  concepts  are  simple, 
but  a  great  deal  of  practice  is  often  necessary  to  perfect  the  implemen- 
tation.  Review  each  plan  you"  write  in  terms  of  the  patient's  interest  in 
the  goal,  choices  offered  to  the  patient,  outcomes  of  the  goal  and  the 
use  of  strengths. 

Take  your  time,  practice  and  be  patient. 
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PRACTICE  EXERCISE:  Patient  Care  Plan&Goal  Plan 

INSTRUCTIONS :      Review  the  SUMMARY  ASSESSMENT  and   the   list   of  NEEDS 
TO  BE  MET  that   you  developed  in   the  previous   sections  (page   49J  .      If 
you  prefer,    use   the  examples  to  complete  this  exercise. 

1.  IDENTIFY  STRENGTHS  TO  HELP  WITH  THE  NEEDS 

Before  you  write  the  care  plan,   list   the  three  needs  that   you  feel 
are  most  important  for  the  patient   to  be  working  on  and  that   you 
think  the  patient  might  select.      Review  the  STRENGTHS  list  and  iden- 
tify as  many  strengths  as  you  can   that  might  be  helpful  or  have 
impact  on  each  of  the  needs.     Cpntinue  to  work  in  pairs. 

NEEDS  STRENGTHS 


1. 


Now  you  are  ready  to  write  a  Patient  Care  Plan  that  will  be  based 

on  the  patients  needs  using  his/her  strengths  to  help  with  the  needs. 
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2  WRITE  SHORT  TERM  GOALS   -    WHO   WILL  DO  WHAT  AND  WHEN 

INSTRUCTIONS :      In   the   left   column (SHORT  TERM  GOALS)    write  a  patient 
oriented,   behavioral   goal.      Using  an  action   verb,   describe  what   the 
patient   will  be  doing  when  he/she  has  successfully  completed  the  goal. 
Each  goal   should  take  about  one  month  to  complete. 

In   the  middle  column (METHODS)    state  WHO  will   help  with  each  goal   and 
summarize  HOW  they  will   help. 

In   the  far  right   column (STARTING  DATES)    indicate  when  work  will   begin 
on  each  goal.      Stagger  the  start  of  each  goal   setting  priorities  based 
on  patient   interest  and  availability  of  staff  to  help.      By  writing 
five  or  six  one  month  goals  and  starting  work  on  a  goal  each  month,    the 
plan   could  be  active  for   the   full   six  month  period. 


SHORT  TERM  GOALS 

METHODS 

Starting 
datas 

Write  the  patient's  goal.      It 
should  state  what   the  patient 
will  be  doing  when  his  goal  has 
been  attained.      Begin  with   the 
patient's  name  followed  by  an 
action   verb. 

On   this  side  write  the  way 
the  goal   will   be  attained. 
Who  will  help  and  what  will 
they  do  to  help.      A  staff 
member  should  be  named.  Al- 
though others  can  help, too. 

Put  the 
dates 
to  start 
.   work  on 
each 
goal . 

- 
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3.  WRITE  AN   INITIAL  NOTE    AND  GOAL  PLAN 

INSTRUCTIONS :   Select  one  of  the  short   term  goals   from  the  previous  page 
and  develop  a  goal  plan.      Before  writing  out   the  goal  plan,   write  an 
initial  progress  note  using  the  format  described  on  Page  21.      Spell   out 
the  small   steps   the  patient  must  complete  to  achieve  the  goal    (SMALL 
STEPS) .    Identify  the  date   you  expect  each  step  to  be  accomplished 
(COMPLETION  DATE) .      State  who  will   do  what   and  when   to  help  the  patient 
with  each  small   step.      Each  step  should  take  about  one  week  to  complete. 


PRESENT  SITUATION:   (What  is  the  patient  doing  now?) 


IMPRESSION:   (How  will  attainment  of  this  goal  have  impact  on  long  term 
goals?)  


PLAN:  (What  ideas  from  the  assessment  data  are  used  to  help  the  patient 
attain  this  goal?  Contingency  plans.)  


SMALL  STEPS 


Completion 
dates 


METHODS 
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DISCUSSION  OF  PATIENT  CARE  PLANS  AND  GOAL  PLANS 


INSTRUCTIONS :  Once  each  team  has  completed 
their  plans,  each  team  should  present  their 
plans   to  the  group. 

AS   YOU  LISTEN   TO  EACH   OTHER'S      PRESENTATIONS 
KEEP   THE  FOLLOWING  QUESTIONS  IN  MIND. 


WILL  THE  PATIENT  BE  INVOLVED  IN  THE  FOLLOWING  WAYS? 
Will  choice  be  included? 
Are  personal  likes  and  wants  included? 
Will  the  plan  be  explained? 

ARE  THE  GOALS  REASONABLE? 

Can  the  patient  complete  the  goals  in  the  time  allotted? 

ARE  STRENGTHS  USED  TO  HELP  WITH  THE  NEEDS? 

Is  it  clear  why  the  patient  might  want  to  work  on  this  goal? 
Are  strengths  included  in  the  goal  or  the  method? 

ARE  ALL  OF  THE  STEPS  SPELLED  OUT? 

Could  you  pick  up  this  plan  and  carry  out  the  responsibilities 
described  in  the  METHOD  section? 

IS  IT  CLEAR  WHAT  THE  PATIENT  WILL  -BE  DOING  WHEN  EACH  GOAL  IS 
ACHIEVED? 

Is  the  language  clear  and  simple  avoiding  vague  phrases? 

IS  IT  CLEAR  HOW  PEOPLE  OTHER  THAN  STAFF  MIGHT  BE  HELPING  THE 

PATIENT  ACHIEVE  HIS  GOAL? 

This  information  should  be  included  under  the  method  section 
along  with  staff  responsibilities. 
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CASE  1  ^ 

EXAMPLES  OF  PATIENT  CARE  PLANS  AND  GOAL  PLANS 

Patient  Care  Plan 


SHORT  TERM  GOALS 


METHODS 


Siariing 
^iiS5 


Walter  selects  the  modality 
he  would  like  to  learn  to 
do  himself. 


Mrs.  J.  sets  up  films  on  self- 
hemodialysis,  IPD  and  CAPD 
and  helps  talk  with  sister. 


July  10 


Walter  studies  his  GED 
required  work  during  his 
dialysis  treatment. 


Mrs  L.  (SW)  gives  Walter  number 
to  call  to  learn  about  GED  & 
arranges  for  him  to  sit  in  a 
good  place  to  study  during  Dx 


August  12 


Walter  sets  up  the  machine 
for  each  treatment. 


Mrs.  J.  and  Allen(tech)  demon- 
strate machine  setup  and  pro- 
vide materials  on  the  opera- 
tion &  maintenance  of  machine. 


September 
8 


INITIAL  PROGRESS  NOTE 

PRESENT  SITUATION:  Walter  is  bored  and  restless  during  his  dialysis 
and  has  indicated  an  interest  in  electronics  school  so  he  might  be 
able  to  work  at  least  part  time. 

IMPRESSION;  Walter  needs  to  complete  his  high  school  equivalency 
before  he  can  initiate  vocational  training.   By  studying  during  his 
dialysis,  he  is  less  likely  to  be  bored  and  restless. 

PLAN;  Mrs.  L.  will  assist  Walter  by  providing  numbers  to  contact 
regarding  high  school  equivalency  requirements  and  will  arrange  for 
a  quiet  place  in  the  center  so  he  can  study  during  his  treatment. 

Goal  Plan 

SHORT  TERM  GOAL;   WALTER  STUDIES  DURING  HIS  DIALYSIS  TREATMENT 


Completion 
dat«s 


SMALL  STEPS 


METHODS 


Walter  makes  an  appointment 
to  meet  with  high  school 
diploma  coordinator. 

Walter  identifies  and 
arranges  for  classes  he 
will  need  to  take. 


Walter  studies  during  his 
dialysis  treatment  and  asks 
for  help  from  the  staff  when 
he  needs  it. 


July  14 


July  21 


August  1 


Mrs.  L.  finds  the  telephone 
numbers  for  Walter  to  call 
to  acquire  a  GED. 

Mrs.  L.  meets  with  Mrs.  J. 
to  modify  dialysis  schedule 
as  needed  so  Walter  can 
attend  classes. 

Mrs.  J.  places  Walter  in  a 
station  that  is  quiet  and 
provides  a  work  table. 
Mrs.  J.  and  Mrs.  L.  offer 
encouragement  and  help  with 
studies. 
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CASE  2 

EXAMPLES  OF  PATIENT  CARE  PLANS  AND  GOAL  PLANS 

Patient  Care  Plan 


starting 


SHORT  TERM  GOALS 


METHODS 


Mary  sets  up  an  appointment 
for  the  transplant  evaluatlm 
and  rides  with  brother  to 
the  renter. 


Mrs.  L.  provides  phone  numbers 
and  arranges  for  preliminary 
tests  to  shorten  evaluation. 


August  25 


Mary  signs  up  for  a  driver's 
education  course. 


Mr&  J.  encourages  Mary  on  her 
driving  and  helps  identify 
need  instruction.   She  re- 
arranges schedule  as  needed. 


September 
8 


Mary  identifies  two  friends 
who  will  arrange  to  stay 
with  her  mother  during 
transplant  evaluation 


Mrs.  J.  helps  Mary  identify 
her  mother's  needs  and 
encourages  her  to  call 
friends. 


August   4 


INITIAL  PROGRESS  NOTE 

PRESENT  SITUATION:   Mary  is  a  good  candidate  for  transplantation  and 

has  a  brother  who  is  willing  to  donate.   She  has  been  hesitant  to 

set  an  appointment. 
IMPRESSION:   If  the  brother  is  willing  to  donate  a  kidney,' he  and 

Mary  could  visit  the  center  together.   Mary  needs  assurance  that  her 

mother  will  receive  the  care  she  needs. 
PLAN:   Staff  will  do  as  many  tests  as  possible  before  Mary  goes  to  the 

transplant  center  so  she  can  complete  her  evaluation  in  one  day  along 

with  her  brother.   Mary  will  arrange  the  appointment  so  it  coincides 

with  her  friends'  schedules. 

Goal  Plan 

SHORT  TERM  GOAL:   Mary  and  her  brother  go  for  transplant  evaluation. 


SMALL  STEPS 


Compl«lion| 
d«t«s 


METHODS 


Mary  identifies  days  that 
brother  can  go  and  friends 
can  stay  with  mother. 

Mary  makes  appointment  and 
comes  early  to  dialysis 
center  for  needed  tests. 


Mary  brings  her  brother  to 
the  center  to  talk  about 
donating  a  kidney. 

Mary  and  brother  go  to 
transplant  center  for 
evaluation. 


August  28 


September 
5 


September 
12 


September 
20 


Mrs.  L.  provides  phone  numbers 
and  information  about  who  to 
talk  to. 

Mrs.  L.  talks  with  Tx  center 
and  arranges  for  needed  tests 
to  be  done  before  the 
evaluation. 

Mr&  L.  arranges  for  brother 
to  talk  to  Dr.  about 
transplantation. 

Mrs.  L.  modifies  dialysis 
schedule  to  avoid  evaluation 
day;  she  sends  test  results 
to  transplant  center. 
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PRACTICE    EXERCISE: 

Long  Term  Program  &  Patient  Care  Plan 


INSTRUCTIONS  FOR   WRITING  LONG  TERM  PROGRAM: 

In  this  section  you  will  practice  applying  the  goal  planning 
strategies  to  the  patient  for  whom  you  completed  an  assessment 
as  a  homework  assignment.      Work  with  a  partner  or  small  group 
(team)    in  developing  your  plan. 
FIRST: 

Each  member  of  the   team  should  take  about  10  minutes  to  explain 
the  patient' s  background  and  present   the  Assessment  data.      Other 
members  of  the  group     can  discuss  ideas  for  long  and  short   term 
goals  and  may  identify  strengths   that   could  help  in  developing 
the  plan. 
SECOND: 

Each  member,    using  the  following  page  as  a  worksheet ,   writes 
out   a  long  term  program  starting  by  summarizing  relevant  STRENGTHS 
AND  NEEDS. 
THIRD: 

Write  out   three  long  term  goals   that   the  patient  might  be  able  to 
accomplish  within  one   year.      If  you  are  writing  a  plan  for  a  patient 
who  is  relatively  new  to  dialysis ,    you  may  prefer  to  write  goals 
that  could  be  completed  in  less  than  a  year. 
FOURTH: 

Describe  the  patient' s  current   treatment  modality  and  the  role  the 
patient  plays  in  helping  carry  out   the  treatment.      Then  describe 
the  treatment  modality  toward  which  the  patient  should  be  striving. 
The  modality  itself  may  not  be  different   than   the  present  one;   how- 
ever the  patients  involvement  in  his   treatment  should  increase. 
FINALLY: 

Identify  the  needs  to  be  met  before  long  term  goals  and  the  proposed 
treatment  modality  can  be  achieved.      Restate  them  in  positive  terms 
describing  what   the  patient  needs   to  be  doing  when   the  need  has  been 
met  or  the  problem  resolved. 
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Long  Term  Program 


1. IDENTIFY  THE  PATIENTS    STRENGTHS  AND  NEEDS 
STRENGTHS  NEEDS/PROBLEMS 


2  STATE   LONG   TERM  GOALS 


3.SELECT  A  TREATMENT    MODALITY 

PRESENT  MODALITY:     


PATIENT   INVOLVEMENT: 
Potential  Modality:  — 


PATIENT   INVOLVEMENT: 


4.IDENTIFY   THE  NEEDS  TO  BE    MET 
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Patient  Care  Plan 


1.  IDENTIFY  STRENGTHS    TO  HELP    WITH  THE  NEEDS 

INSTRUCTIONS j      List   three  of  the  needs  to  be  met  and  identify 
strengths  than  might  have  impact  on   the  needs.    (When  writing  a 
complete  care  plan   you  would  list  all   of  the  needs  and  identify 
accompanying  strengths.      If  you  prefer,   you  can  do  so  here.) 


1. 


2. 


3. 


2.WRITE  SHORT  TERM  GOALS 

INSTRUCTIONS : 


WHO   WILL  DO  WHAT  AND  WHEN 


Review  the  instructions  on  page  to  complete  the  form  below.    Restate 

the  short   term  goals,   if  necessary ,  describing  what   the  patient  will   be 
doing  when  he/she  has  achieved  the  goal.     Strengths  may  be  reflected 
in  either  the  goals  or  the  methodology. 


SHORT  TERM  GOALS 

METHODS 

Starting 
datas 
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3.  WRITE  AN  INITIAL  NOTE    AND  GOAL  PLAN 

INSTRUCTIONS :   Select  one  of  the  short   term  goals  from  the  previous  page 
and  develop  a  goal  plan.      Before  writing  out   the  goal   plan,   write  an 
initial  progress  note  using  the  format  described  on  Page  21.      Spell   out 
the  small  steps   the  patient  must   complete  to  achieve   the  goal    (SMALL 
STEPS) .    Identify  the  date   you  expect  each  step  to  be  accomplished 
(COMPLETION  DATE).      State  who  will   do  what  and  when  to  help  the  patient 
with  each  small   step.      Each  step  should  take  about  one  week  to  complete. 


PRESENT  SITUATION:   (What  is  the  patient  doing  now?) 


IMPRESSION:   (How  will  attainment  of  this  goal  have  impact  on  long  term 
goals?)  


PLAN:  (What  ideas  from  the  assessment  data  are  used  to  help  the  patient 
attain  this  goal?  Contingency  plans.)  


SMALL  STEPS 

Completion 
dat«8 

METHODS 
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DISCUSSION  OF  THE  PLANS  YOU  HAVE  WRITTEN 

Instructions .-  if  you  have  time  to  review  your  plans  during  this 
meetingdf  you  are  meeting  as  a  group)  ,  you  will  find  it  helpful  to 
do  so  before  talking  again  with  the  patient.  IF  NOT,  before  the 
next  training  session,  meet  with  the  patient  about  whom  you  have 
written  and  review  the  plan.  Use  this  same  guide  to  discuss  the 
plan  at  your  next  session. 


Summary  Assessment 


Do  the  statements  found  in  the  Assessment  Summary  describe 
your  patients  specifically  i.e.  no  vague  terms? 

Do  you  have  sufficient  data  upon  which  to  develop  a  long 
term  program  and  patient  care  plan? 


Long  Term  Program 


Do  the  long  term  goals  seem  reasonable  based  on  the 
Assessment  data? 

Is  the  treatment  modality  selected  consistent  with  the 
patients  long  term  goals? 

Are  the  goals  the  patient's  goals  rather  than  staff  goals? 


Patient  Care  Plan 

Do  the  goals  identified  in  the- patient  care  plan  support 
the  long  term  goals? 

Are  the  patient's  strengths  used  in  writing  the  goals? 

Do  the  goals  look  like  they  might  be  interesting  to  the 
patient? 

Is  it  clear  who  on  the  staff  is  responsible  for  helping  the 
patient  with  the  goals  and  what  they  will  do  to  help? 


Goal  Plan 


Does  the  initial  note  explain  how  work  on  this  goal  will 
help  the  patient  achieve  long  term  goals? 

Are  the  steps  reasonable  and  spelled  out  clearly  so  the 
patient  can  tell  what  is  expected  of  him/her? 

If  you  picked  up  this  plan,  would  you  know  how  to  help  the  patient? 
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REVIEW  THE  PLAN  WITH  THE  PATIENT 

Any  plans  that  are  written  In  the  absense  of  the  patient  are  tentative 
Until  they  have  been  reviewed  with  the  patient  and  he/she  agrees  with 
the  goals  and  methods. 

EVEN  IF  THE  PATIENT  IS  NOT 
COOPERATIVE,  STILL  EXPLAIN  THE 
PLAN  AND  SHOW  THAT  YOU  ARE 
TRYING  TO  HELP  AND  THAT  YOU 
WOULD  LIKE  THE  PLAN  TO  BE 
INTERESTING  FOR  HIM/HER  TO 
WORK  ON. 


As  a  fellow  human  being,  the  patient  deserves  the  courtesy  of  having 
his  program  and  plan  explained  to  him/her.   Try  to  clarify  the  positive 
and  negative  consequences  of  working  or  not  working  on  the  goals.   By 
reviewing  the  plan  with  the  patient,  we  are  not  only  sharing  knowledge 
and  expectations,  we  are  more  likely  to  reduce  the  degree  of  tension 
and  hostility  or  apathy. 
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WHAT  TO  DO  WHEN  STAFF  AND  PATIENTS  DISAGREE  ON  GOALS 

1.   Start  with  a  goal  that  both  the  patient  and  staff  agree  to  even 
if  it  is  not  the  most  important  goal  to  work  on.   By  selecting 
a  goal  that  the  patient  is  interested  in,  staff  will  establish 
a  positive  cooperative  relationship  with  the  patient  that  will 
be  helpful  when  more  difficult  problems  are  tackled. 

2.  Use  trust  and  tact  when  explaining  staff  views  to  the  patient 
and  encourage  him/her  to  work  on  needs  that  are  important  in 
the  achievement  of  long  term  goals. 

3.  Rewards  can  also  be  helpful  when  you  are  trying  to  interest  a 
patient  in  working  on  a  goal,  but  they  cannot  substitute  for 
actively  involving  the  patient.   Because  rewards  are  so  powerful 
In  influencing  behavior,  we  must  be  conscious  of  our  responsi- 
bility to  use  them  by  remembering  the  best  Interests  of  the 
patient  and  not  always  forcing  him/her  to  accept  our  values. 
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FOUR 


ORGANIZATION,  DOCUMENTATION 
AND  EVALUATION 


IN   THIS    SECTION    YOU   WILL: 


DISCUSS  TEAM  PLANNING  STRATEGIES 

REVIEW  CARE  PLANNING  ACTIVITY  DOCUMENTATION 

DISCUSS  PATIENT,  STAFF  AND  PROCESS  EVALUATION 

PRACTICE  WRITING  IN  CLEAR  LANGUAGE 

REVIEW  STRATEGIES  FOR  DEALINING  WITH  PROBLEM 
BEHAVIORS 


SECTION  FOUR 


INTRODUCTION 

The  previous  sections  of  this  manual  have  concentrated  on  the 
development  of  summary  assessments,  long  term  programs  and  patient 
care  plans.   Each  of  these  activities  requires  participation  by  a 
team  of  professionals.   Regulations  do  not  specifically  require 
that  the  team  meet  together  for  planning  but  they  do  require  regu- 
larly scheduled  conferences  to  evaluate  progress.   Since  we  have 
difficulty  understanding  how  an  effective  comprehensive  plan  can  be 
developed  without  an  actual  team  meeting,  helpful  suggestions  are 
provided  here  to  strengthen  team  activities  and  utilize  team  meet- 
ing time  efficiently. 

Documentation  of  planning  activities  is  essential  to  the  pro- 
vision of  continuity  of  care.  Appropriate  documentation  of  plans 
remind  the  patient  and  st;aff  of  the  goals  they  are  working  to  achieve. 
Sample  forms  and  suggestions  for  documentation  are  offered  to  simplify 
and  streamline  record  keeping  activities. 

Evaluation  can  be  seen  as  relating  to  patient  progress,  staff 
accomplishments  and  to  the  overall  planning  activity.   Regular  review 
of  patient  progress  facilitates  revision  or  an  awareness  of  attain- 
ment of  goals.   Staff  morale  is  enhanced  by  seeing  patients  achieve 
goals.   The  progress  note  is  the  key  to  identifying  a  need  to  modi- 
fying plans  and  to  document  changes  made  in  plans. 

In  the  final  part  of  the  section  are  suggestions  f6r  dealing  with 
problem  behaviors.   As  stated  numerous  times  in  the  manual,  emphasis 
must  be  placed  on  positive  behaviors  -  things  that  can  be  changed. 
Remember  the  parable: 

GIVE  ME  THE  KNOWLEDGE  TO  CHANGE  WHAT  CAN  BE  CHANGED, 
THE  PATIENCE  TO  ACCEPT  WHAT  CANNOT  BE  CHANGED,  AND 
THE  WISDOM  TO  TELL  THE  DIFFERENCE. 
By  stating  goals  in  clear  language  and  basing  goals  on  positive  action 
i.e.  stating  what  the  patient  will  do  rather  than  what  he/she  won't  do, 
we  are  more  likely  to  see  success. 
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CARE  PLANNING  AS  A  TEAM 


IN  ORDER  TO  PLAN  IN  A  COORDINATED  EFFECTIVE  MANNER, 


WE  MUST  WORK  AS  A  TEAM  -   NOT  DEVELOP  NUMEROUS  INDIVIDUAL 


DISCIPLINE  PLANS  FOR  THE  PATIENT 
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OUTLINE  TO  PLAN  A  TEAM  MEETING 


Before  the  meeting 

1.  Delegate  responsibility  for  completing  or  revising  assessment  data 

a)  Identify  the  team  responsible  for  developing  the  patient  care  plan  and/or  the  long  term 
program. 

b)  Each  team  member  completes  appropriate  assessment  according  to  the  standards  for  each 
discipline. 

1)  Review  the  patient's  records  and  relevant  progress  notes. 

2)  Interview  other  staff  members  who  work  with  the  patient  and  add  relevant 
comnents  to  the  Assessment  data  ■ 

3)  Observe  the  patient's  behavior. 

4)  Interview  the  patient  to  obtain  his/her  contributions  to  the  assessment  data. 

2.  Prepare  a  SUMMARY  ASSESSMENT(strengths /needs/problems)  and  identify  possible  goals. 

a)  Each  team  member  can  contribute  to  the  assessment  summary. 

b)  An  assigned  coordinator  could  review  each  team  members  assessment  data  and  develop  the 
Summary  Assessment. 

3.  Assign  one  person  the  responsibility  to  explain  the  purpose  of  the  care  planning  meeting 
to  the  patient  and  obtain  his/her  final  comments  on  the  ASSESSMENT  SUMMARY  and  identify 
potential  LONG  AND  SHORT  TERM  COALS. 

At  the  meeting   (  The  patient  should  be  present,  if  possible.) 

1.  Allot:  a  cprr«n'.r  amount  of  time  per  patient.   This  puts  pressure  on  everyone  to  stay  on  time. 
If  the  time  allotted  for  each  patient  is  not  enough,  extend  the  time,  but  always  have  a 
time  limit  established. 

2.  Start  with  an  overview  presented  by  the  person  who  talked  to  the  patient  about  the  planning 
meeting. 

3.  Finalize  the  Sunnary  Assessment  •  all  team  members  can  contribute  as  can  the  patient  and 
family  members,  if  they  are  present. 

4.  Select  goals  to  be  worked  on.   Goals  are  tentative  unless  the  patient  is  present.   Also 
identify  a  basic  strategy  for  working  on  each  goal. 

5.  Identify  who,  on  the  team  will  be  responsible  for  helping  the  patient  with  each  of  his/her 
goals  and  for  writing  up  the  individual  goal  plans. 

6.  Assign  a  coordinator  to  check  to  be  sure  the  plans  are  implemented  as  agreed  on  at  the  meeting. 

After  the  meeting 

1.  If  the  patient  was  not  at  the  meeting  the  coordinator  should  review  the  plans  with  him/her. 
Maximum  effort  must  be  made  to  meaningfully  involve  the  patient  and  include  his/her  views 
before  finalizing  goals  and  strategies  or  methods. 

2.  The  coordinator  followsup  to  be  sure  the  patient  care  plans  and  goal  plans  are  written  as 
discussed  in  the  meeting. 

3.  Attention  and  recognition  should  be  given  on  a  continuing  basis  to  the  staff  and  patients  for 
their  work  on  attainment  of  goals  identified  in  the  plan. 

4.  Review  progress  regularly  and  keep  progress  notes  that  explain  progress  of  any  changes  made 
in  the  plan. 
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TO  MAKE  YOUR  PLANNING  MEETINGS  WORK 
HERE  ARE  SOME  IMPORTANT 

DO'S 

1.   DO  be  sure  that  all  participants  understand  the  purpose 
of  the  meeting,  i.e.  to  establish  patient  goals  and  methods 
for  their  achievement  and/or  review. 

DO  be  sure  that  everyone  contributes  some  information  about 
each  patient,  even  if  just  to  agree  with  the  plan.   Everyone  should 
feel  that  their  opinion  is  important. 

DO  keep  the  group  small,  when  a  group  is  too  large,  full  par- 
ticipation and  efficient  work  are  difficult  to  achieve.   One  par- 
ticipant may  represent  several  staff  members  who  work  with  the 
patient.   The  representative  on  the  team  should  talk  with  other 
staff  members  before  and  after  the  meeting  to  insure  continuity. 

DO  include  some  direct  care  staff.  These  individuals  know 
the  patient  best  and  are  usually  the  ones  who  will  carry  out  the 
plans.  Their  input  is  essential  for  good  planning  and  to  insure 
their  cooperation  in  carrying  out  plans. 

DCi  assign  specific  follow-up  responsibilities  to  specific 
people.  Write  down  the  names  of  the  people  who  will  carry  out  the 
plans.   Describe  how  they  will  assist  the  patient  and  set  target 
dates  for  initiating  work  on  each  goal.   Be  sure  that  each  person 
whose  name  appears  on  the  plan  agress  to  the  responsibilities 
assigned  to  him/her.  A  professional  and  a  direct  care  person  often 
work  well  together  and  could  be  assigned  responsibilities  jointly. 

DO  follow-up  on  assignments.   Check  with  the  staff  regularly 
on  progress  they  are  making  in  fulfilling  their  responsibilities 
and  patient  achievements.   Show  positive  interest  in  what  they  have 
accomplished  and  be  prepared  to  assist  as  needed.   Sometimes  it  is 
helpful  to  set  aside  time  at  each  team  meeting  to  report  on  progress 

since  the  last  meeting. 
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DON'TS 


1.  DON'T   discuss    crises   or   difficult   problems   at   the  meeting 
Assign  responsibilities   to  deal  with   these  problems   to   individual 
staff  who  will   seek  expert   advice   and  develop   strategies   to  report 
to   the  group   later.      If  necessary  schedule  special  meetings   for   the 
difficult   problems   so  crisis  management  will  not   displace   long  tenn 
and  patient   care  planning  activities. 

2.  DON'T   discuss    staff  problems   during  meetings.    These  meet- 

ings are   for  patients.      Hold   specific  meetings   to  discuss   staff 
problems. 

3.  DON'T  permit  discussion  of  who  has  jurisdiction  to  do 
this  or  that  with  the  patient.  Keep  the  focus  on  patients 
avoiding  professional   territories. 

4.  DON'T  assxjme   that   only  professional   staff  are   capable  of 
making   judgements    about    a   patient.       Everyone's  views  must 

be  respected,    especially  those   of   the   staff  who  work  directly  with 
the  patient   and   of   the  patient  him/herself. 


Adapted  from  "Planning  for  Client  Growth",  Houts,  Peter  and  Scott,  Robert, 
Department  of  Behavioral  Science,  Pennsylvania  State  University,  Milton  S. 
Hershey  Center. 
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DOCUMENTATION  OF  CARE  PLANS  AND  LONG  TERM  PROGRAMS 

SINCE  THE  TIME  SPENT  WRITING  REDUCES  THE  TIME  AVAILABLE  TO  WORK  WITH 
PATIENTS,  YOU  MAY  WANT  TO  CONSIDER  SOME  ALTERNATIVES  TO  MINIMIZE  THE 
TIME  SPENT  WRITING. 


1.  AVOID  WRITING  FINAL  PLANS  AT  THE  MEETING  -  Designate  a  secretary, 
volunteer  or  non-professional  staff  members  to  write  out  the 
patient  care  plans  or  goals  plans  based  on  notes  taken  at  the 
meeting.   Use  a  blackboard  to  summarize  your  ideas.  A  tape  recorder 
can  be  used  during  the  meeting  and/or  when  meeting  with  the  patient 
to  develop  the  goal  plan.   If  someone  other  than  the  professional 
staff  writes  plans,  care  must  be  taken  to  be  sure  that  the  state- 
ments in  the  plans  are  clear  and  have  been  recorded  accurately. 

2.  USE  STANDARDIZED  PLANS  -  Some  goals  will  be  repeated  frequently 
i.e.  home  training  activities,  fistula  care,  skin  preparation, etc. 
Reproduce  plans  of  this  type  and  keep  them  on  file;  however,  when 
these  plans  are  used  they  should  be  individualized  for  each  patient 
to  reflect  his/her  strengths  or  preferences,  to  identify  staff  who 
will  help  and  to  include  target  dates.  Avoid  compromising  the 
patient's  individuality  in  order  to  use  a  standardized  plan. 
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3.   SIMPLIFY  FORMS  AND  WRITE  IN  CLEAR,  SPECIFIC  PHRASES  -  Some  facilities 
prefer  to  avoid  forms  while  others  have  too  many  forms.    Some,  forms 
are  helpful  to  insure  interdisciplinary  coordination  and  to  facili- 
tate  locating  vital  information.   Frequently  existing  forms  can  be 
modified;  however,  if  new  forms  are  needed,  samples  are  included 
here  to  guide  the  development  of  appropriate  forms  for  your  facility. 
By  writing  in  clear  language,  using  established  forms  and  limiting 
the  contents  of  each  form  to  essential  information,  everyone  on  the 
staff  can  find   out  what  the  patient  is  doing  and  who  is  working 
with  him/her. 


IF  PATIENTS  ATTEND  CARE  PLANNING  MEETINGS  OR  HAVE  AN 
INTEREST  IN  THEIR  INDIVIDUAL  GOAL  PLANS,  THEY  MAY  LIKE 
TO  HELP  WRITE  OUT  THEIR  GOAL  PLANS. 
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SAMPLE  FORMS 


Summary  Assessment 


Patient:  Mrs.    Kanton 


Coordinator:   Mrs.   Johns,   RN 


Supporting 
Oocumenlalion 


RN  notes 
12/5/8Q 


STRENGTHS 


NEEDS/PROBLEMS 


MEDICAL 
T  ^        ^  *     .u  .^General 

Independent  m  activities 


of  daily  living 

Understands   &  takes  medi- 
cations as  directed 


Vascular  system  supports 


Existing  Myeloma 


During  Dx,  Mrs.   K  often 
experiences  decreased  BP 
and  requires  O2. 
Attends  hematology  clinic 

Transplantation 

Pt.is   70  years   old. 
Has  existing  myeloma 


Number 


Supporting 
Oocumenl«tion 


Team  note 
12/16/80 


MD  note 
12/10/80 


MD  Note 
12/10/80 


SW  Assm't 
12/14/80 


Home 

Rents  home  with  suitable 
plumbing  and  electricity 


raining 

Husband   too  old  and  in 
poor  health,   not  a  suit- 
able partner 

Son  works  2  jobs ,   can ' t 
help  with   home   dialy<^ifj 


SW  Assm't 
12/14/80 


SW  Assm't 
12/14/80 


PSYCHOSOCIAL 

Married  and  cares  for  ill 
husband 


Son  and  his  wife  live  near 
and  offer   transportation 

Has  Medicare  and  food 
stamps 


Funds  minimally  adequate 


RD  note 
12/15/81 


DIE 

Cooks  her  own  meals  at 
home  for  self  and  husband 


ARY 

Needs  help  with  shopping 

Confused  about  measuring 
fluid  intake 

Concerned  about  diet, 
especially  potassium 


9 
10 


PERSONAL 


Tech  note 
12/17/80 


SW  Assm't 
12/14/80 


Worked  as  a  domestic 


Has  a  farm  S   tries  to  keef 
it  going 

Has  a  few  close  friends  ir 
the  neighborhood 


Help  to  do  farm  work 
Plan  for  future/death 

Plan  for  husband's  care 


11 
12 

13 


SW  Assm't 
12/14/80 


RD  note 
12/15/81 


MD  Note 
12/10/80 


Coord. 

note 

12/16/81 


RN  note 
12/1^/81 
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Long  Term  Program 


Period  covered:     Dec.    13,    so   to  July  1,    81  Coordinator;    Mrs.    Johns,   RN/  Dr  Gohle 

PATIPNT        Mrs.    Kanton  \ 


Mrs.   K.   is  a   70  year  old,   white  female  who  lives  with  and  takes  care  of  her  83 
year  old  husband  in  a  rented  house.      Son  and  his  wife  live  nearby  and  help  with 
tranportation  to  the  center.     Mrs.   K  has  progressing  myeloma  and  experiences 
extreme  drops  in  blod  pressure  during  dialysis.      She  has  a  garden  which  she 
enjoys,  but  she  probably  can't  continue  to  work  on  it  by  herself. 


LONG   TERM  GOALS: 

1.  Continue  incenter  hemodialysis  and  learn  to  manage  dials  when  BP  drops. 

2.  Maintain  current  level   of  independence  at  home  but  prepare  for  limitations 

3.  Strengthen  outside  friendships   to  help  with  garden  and  husband 

4.  Plan  for  increasing  illness  of  self  and  husband  and  death 


TREATMENT    MODALITY: 

i-riE^^cni.  Maintenance  hemodialysis  in  the  cneter 

raiienis   roiex       Hold  needles,   report  hypotension,   wash  arm  and  weigh  self 

PROPOSED:     continue  hemodialysis  unless  vascular  system  will  not  support. 
Patient's   role,-      same  as  above 

LIMITATIONS  TO: 
Transplantation-.    ^^^^  myeloma 

Home  Training:     ^^^^   ^^  suitable  partner,    unstable  blood  pressure,   limited 
life  expectancy 


NEEDS  TO  BE    MET: 

Modify  placement  of  dialysis  chair  so  she  can  reach  dials,  modify  house  for 
wheelchair,  seek  help  with  gardening,  plan  for  husband  and  own  increasing 
disability  and  potential  nursing  home  support,      establish  backup  transportation 


TEAM  MEMBERS:  Date  rnmpletedt   December  13,   1980 


J.L.    Goble,   MD Mrs.    Johns,   RN 

Physician  Nurse 

Mrs.   White.   SW Mrs.   Carson,  RD 

Social  Worker  ~  Dietitian 

I      CD.   Levine,   MD  S.F.    Trainer,   MD 

Home  training  physician  Transplant  surgeon 


R.A.   Kanton 

Matient/guardlan 


Review:  ^y^  later  than  July  1 ,   81 ,  but  sooner  if  illness  progresses 
—      —  g^ 


Patient  Care  Plan 


Patient;      Mrs.    Kanton 


Coordinator:  Mrs.  JohnJ^erlod  coveredi2/i3-  e/ii/ei 


PRESENT  TREATMENT    MODALITY 
PATIENT    LONG   TERM  GOALS; 


Incenter  Hemo  dialysis 


1.  Maintain  independence  while  preparing  for  impending  limitations 

2.  Strengthen  outside  friendships 

3.  Plan  for  increasing  illness  and  death 


Number 


SHORT  TERM  GOALS 


METHODS 


DATES 


Stahed 


Complated 


tarstt  actual 


target  actual    /Signatura 


Mrs.   K  dialyzes   3   times 
a  week  on  Tues ,Thrs ,    & 
Sat  for  4  hrs .   She 
helps  by  washing  arm, 
holding  needle  site  & 
calling  RN  when  BP 
drops . 


Mrs.    L,  RN  schedules  pt 
in  AM  on  HPF-200  dial- 
yzer  with  2.0  dialyzer 
and  2  mEq  K  bath 


12/ 
13 


s 

a 
m 

e 


Ongoing 
Mrs.    L,   RN 


1&2 


Mrs.    K   takes  meds : 

Multivitamin  1/day 

Amphogel  60  cc  qid 

Scholls  Sol'n  1  TBS  qid 
Melphalen  2  mg ,l/D,4/mo 
Predni  zonej20mg  ,3/D,  4 /mo 


Mrs.   L  administers  he- 
parin during  Dx  -   4cc 
initial   &  1   cc/hr.   RN 
reminds  Mrs.   K  abount 
meds   taken  only  4  days 
per  month 


12/ 
13 


On  going  MB/ 
Mrs.    L,   RN 


Mrs.   K  adjusts   the 
dials  on  machine  when 
her  BP  drops. 


Mrs.   L  demonstrates   the 
dials  and  observes  Mrs 
K  when  she  controls 
them.      She  reenforces 
accurate  changes. 


2/ 
10 


2/ 
9 


3/ 

11 


3/14  Mrs  L. 


12 


Mrs.   K  modifies  her 
home   to  accomodate  a 
wheelchair  and  impen- 
ding physical   limita- 
tions 


Mrs.    W,   SW  visits   the 
home  and  lists  needed 
changes;   meets  with  Mrs 
K  and  son   to  arrange 
changes  and  resources. 


4/ 
15 


6/3 


9&10 


Mrs.   K  increases  caloric 
intake   to  1,800  per  day 
and  protein   to  75g  by 
writing  out  menus  & 
helping  with  grocery 
shopping 


Mrs.   C,  RD  identifies 
foods  Mrs.   K  likes  and 
helps  her  write  menus 
and  shopping  lists, 
using  favorite  foods 


3/ 
12 


4/8 


J.L.    Gohle,   MD 


Physician 

Mrs.    White,  SW 


Social  Worker 


Mrs  Kanton 


Patient 
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Mrs. 

Johns,   RN                                                   1 

Nurse 

Mrs. 

Carson , 

RD 

Dietitian 

6/11/81 

Review  Date                                                 | 

Patient:    ^jrs.  xanton 


Goal  Plan 

Responsible  staff:    Mrs.  white,  sw 


Short  term  GOAU  Mrs.   K  modifies  home   to  accomodate  wheelchair .^^,^^^^     12 


INITIAL  PROGRESS  NOTE 

Present  situation*.  Mrs.   K  has  a  debilitating  myeloma  which  ultimately  will 
limit  her  ability   to  get  around  the  house  as  well   as  she  has  in   the  past. 
She  has   taken  care  of  her  husband  and  wants   to  be  able   to  continue  to  do 
so  as  long  as  possible.      She  would  prefer  not   to  go  to  a  nursing  home,  but 
realizes   that  her  husband  may  be  forced  to  do  so  when  she  dies. 

Impression: 

Since  Mrs.   K's  life  is  limited  and  she  will  become  less  Independent,   modi- 
fications need  to  be  made  in   the  house.     By  starting  to  prepare  for  her 
own  limitations,   she  will  be  better  prepared  to  make  arrangements  for  her 

otm^      husband. 
r%  a  n: 

Since  Mrs.   K  has  a   family   to  help  her  and  has  a  strong  Interest  in  staying 
in  her  home  as  long  as  possible,   she  will  be  willing  to  make  appropriate 
changes  and  care  for  her  husband.     Neighbors  may  be  willing  to  help. 


SMALL  STEPS 


Dates 

Completed 


1.  Mrs.   K  identifies   the 
modifications   that  will   need 
to  be  made  for  a  wheelchair 
in   the  house. 

2.  Mrs.  K  obtains  approval 
from  landlord  to  modify  the 
house  as  needed. 


3.  Mrs.   K  and  husband 
develop  a  plan   to  get   the 
work  done  listing  tasks   that 
could  be  done  by  friends. 

4.  Mrs.   K  schedules  friends 
and  contractors   to  complete 
work. 


5 .      Mrs , 
pleted . 


K  gets  work  com- 


4/15 


4/25 


5/5 


5/15 


6/3 


METHODS 


Mrs.   W  visits  Mrs.   K  at  home  and 
points  out  areas   that  may  need 
to  be  modified. 


If  asked,  Mrs.   W  will   call    the 
landlord  to  help  obtain  his 
approval ;   she  asks  Mrs .   K  about 
progress  on  the  approval . 


Mrs.   W  reviews  the  plan  and  iden- 
tifies resources   to  build  or 
obtain  needed  work. 

Mrs.  W  visits  the  home  to  observe 
progress  or  meets  with  Mrs.  K  anc 
her  son. 

Mrs.    W.   offers  encouragement  and 
suggests  resources   to  pay  final 
bills. 


Date  goal  attained: 


Signature: 


.Coordinator 
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EVALUATION  AND  MONITORING 

The  evaluation  and  monitoring  of  care  planning  activities  can 
be  approached  from  a  variety  of  perspectives.   One  is  the  actual 
achievements  of  patients  in  relation  to  their  needs,  the  second  is 
the  performance  of  staff  and  the  third  is  evaluation  of  the  plan- 
ning process  in  terms  of  its  overall  success  and  consistency  with 
requirements. 


PATIENT   SUCCESS 

If  the  goals  stated  in  care  plans  are  based  on  (1)  assessment 
data,  (2)  description  of  the  patient's  anticipated  behavior  using 
an  action  verb  and  (3)  target  dates,  the  evaluation  of  patient 
goal  plan  attainment  is  simplified.   While  plans  may  only  require 
formal  review  every  six(6)  months,  the  evaluation  of  progress  is 
an  ongoing  process  triggered  by  the  target  dates.   Even  though 
target  dates  can  always  be  changed,  by  setting  them  initially 
you  can  project  the  time  required  to  complete  a  single  goal  or 
series  of  goals.   If  a  target  date  cannot  be  set,  the  goal  should  be 
reviewed  as  it  may  not  be  reasonable. 

Progress  notes  should  clearly  describe  progress.   If  progress 
is  not  occuring,  the  progress  note  should  reflect  any  modifications 
that  have  been  made  in  the^plan.   Using  the  format  described  in 
earlier  sections  of  this  manual.  Present  Situation,  Impressions  and 
Plan,  staff  can  document  progress  or  lack  of  progress  and  any  changes 
made  in  the  plan,  frequently  avoiding  a  full  team  evaluation  until 
the  time  a  formal  review  is  scheduled. 


GOAL  PLAN 


TARGET  OATfS 


CAiR£PLAN 


R£Vl£W  OAIES 
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When  reviewing  a  patient   care   plan   or  an   individual  goal  plan, 
ask  yourself: 

1.  Was  the  goal  reasonable  leading  to  larger  goals? 

2.  Were  target  dates  established     and  appropriate 
for   the  effort   required  by  the  patient? 

3.  Were  patient  preferences   included   in  the  plan? 

A.      Is   it   clear  what  you  or   others  were   to  do  to 
help  the  patient? 

If   these   criteria  are  met   and   still  goals   are  not  being  attained   as 
planned — 


•TRY  A  SMALLER  GOAL 

•BE    SURE   YOU  HAVE   USED  PATIENT   STRENGTHS 

•BE    SURE   THE   PATIENT    IS    INTERESTED   IN 
THE   GOAL 

•SEE   IF  EVERYONE    IS   DOING  WHAT  THEY   SAID 
THEY  WOULD  DO  TO  HELP 
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STAFF  PERFORMANCE 

By  delineating  staff  responsibilities  to  help  the  patient  with 
his/her  goals  in  the  care  plan,  the  plan  provides  a  straight  forward 
mechanism  to  evaluation  staff  performance.   Some  facilities  have 
tried  "counting  goals  attained"  as  a  measure  of  staff  or  program  success, 
This  should  be  done  very  cautiously,  if  at  all  since  it  can  undermine 
the  foundations  of  setting  patient  goals:  the  committment  of  staff 
to  their  patients  and  the  patients'  feelings  about  themselves. 

When  staff  are  judged  by  numbers,  they  feel  under  pressure  to 
produce  numbers  rather  than  meaningful  patient  change.   Staff  may 
attempt  to  meet  this  pressure  by  working  skills  which  the  patient 
already  has,  setting  very  easy  goals  or  perfunctorily  going  through 
some  of  the  requirement  of  a  goal  or  step  without  actual  personal 
involvement  or  committment.   Aggregate  data,  such  as  the  counting  of 
goals,  are  very  susceptible  to  misinterpretation.   For  example, 
the  "numerical  productivity"  of  one  staff  member  or  patient  may  be 
inappropriately  compared  with  that  of  another  or  staff  may  be 
judged  as  "better"  or  "worse"  depending  on  their  numerical  success. 
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An  alternative  approach  to  staff  evaluation,  which  avoids  the 
problems  of  aggregate  numerical  data,  involves  sampling  of  individual 
patient  plans  with  indepth  interviews  with  patients  and  staff  on  a 
periodic  basis.   The  emphasis  in  this  type  of  review  is  : 

•CLEAR  EXPECTATIONS  FOR  STAFF 

•FOCUS  ON  THE  PATIENT  AND  HIS  NEEDS 

•LOOKING  FOR  BEHAVIORAL  EVIDENCE  OF  PROGRESS 

•POSITIVE  SUPPORTIVE  ATTENTION  TO  STAFF  ACCOMPLISHMENTS 


PROGRAM  REVIEW 

In  the  final  section  of  this  manual  you  will  find  a  guide  to 
assess  compliance  with  federal  requirements  which  may  assist  facilities 
in  preparing  for  survey  visits.   However,  in  addition  to  compliance 
related  evaluation  of  planning  activities,  staff  should  periodically 
review  the  overall  program  for  effectiveness  of  patient  care  planning 
activities.   As  with  the  evaluation  of  staff  accomplishments,  a  random 
sampling  of  patient  records  involving  all  staff  members  can  provide  a 
helpful  mechanism  for  evaluating  the  effectiveness  of  the  planning  pro- 
cess.  Some  of  the  questions  to  be  asked  in  reviewing  patient  records 
might  include: 

1.  Are  revisions  in  the  plan  documented  in  the  progress  note  when 
the  plan  is  not  working? 

2.  What  percentage  of  patient  goals  require  revisions  before  comple- 
tion? 

3.  Are  patients'  likes  and  preferences  included  in  the  goals  that 
are  selected? 

4.  How  is  the  patient  involvement  in  the  planning  process  evident? 

5.  Do  the  goals  appear  to  be  based  on  assessment  data? 

6.  Is  it  clear  how  short  term  goals  will  have  impact  on  larger  goals? 

7.  Are  reviews  held  on  schedule? 
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REVIEW  OF  VAGUE  LANGUAGE 

INSTRUCTIONS :      Select  several   records  from  patients  in   your  facility. 
Review  the  Patient  Care  Plans  or  Assessment     data     and  list  several 
commonly  found  vague  phrases  on   the  LEFT  below.      Select  phrases   that 
could  apply  to  many  patients  and  may  have  a  different  meaning  for 
each  patient. 

On  the  RIGHT  rewrite  those  phrases  in  clear  language  describing 
what   the  patient  is  or  should  be  doing.      Describe  the  behavior  that 
would  apply  specifically  to  the  patient   to  whom  the  phrase  was  applied. 
Try   to  state  a  positive  behavior. 

VAGUE  STATEMENT  CLEAR  STATEMENT 


2. 


3. 


4. 


Discuss   the  phrases  you  identified  with  the  groups  and  your  revision  of 
the  statement.      See  if  others  in  the  groups  can  identify  the  patient   about 
whom  you  are  talking  and  if  they  agree  with  your  interpretation  and 
restatement  as  to  the  meaning  of  the  vague  statement. 
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STRATEGIES  FOR  DEALING  WITH  PROBLEM  BEHAVIORS 

Dealing  with  problem  behavior  requires  intense  concentration  on 
the  positive  aspects  of  the  patient  and  other  family  members.   Problem 
behaviors  usually  promote  tensions  and  punitive  reactions  from  staff 
and  other  patients  and  normally  reduce  staff  and  patient  motivations 
for  seeking  out  positive  alternatives.   To  be  positive  in  the  face  of 
hostility,  indifference  or  resistence  is  not  an  easy  task;  but  we  are 
more  likely  to  be  successful  in  reducing  or  removing  the  problem  with  a 
positive  approach  than  with  a  negative  one. 

Keep  in  mind  that  your  objective  with  patients  is  to  help  them 
reach  their  goals.   Dont ' t  take  their  problem  behavior  personally.   A 
major  hurdle  often  facing  patients  is  their  inability  to  cope  and  deal 
effectively  with  frustration  which  is  often  compounded  by  staff  preoc- 
cupation with  problems.   A  technique  is  needed  which  works  for  the 
patient  and  builds  on  his/her  interests  and  strengths.   "It  is  more  effec- 
tive to  train  ^  positive  behavior  than  it  is  to  train  out  negative 
behavior." 

Be  realistic!  You  cannot  solve  all  of  the  problems  of  some 
patients  and  you  may  not  be  able  to  do  anything  for  other  patients. 
The  curve  below  applies  both  to  patients  as  a  group  and  to  individual 
patient  behaviors.   Five (5)  to  ten  percent  of  the  patients  or  problems 
cannot  be  changed  no  matter  how  much  emphasis  we  place  on  them.   At  the 
upper  end  of  the  spectrum,  we  find  problems  that  will  resolve  without 
direct  attention  and  patients  that  will  do  well  in  spite  of  their  illness, 


r-10% 


PATIENTS /PROBLEMS 

THAT  ARE  MOST  LIKELY  TO 

BENEFIT  FROM  INTERVENTION 


PATIENTS /PROBLEMS 
THAT  ARE  LEAST 
LIKELY  TO  BENEFIT 
FROM  INTERVENTION 


5-10% 


PATIENTS /PROBLEMS 
THAT  ARE  LIKELY  TO 
IMPROVE  IN  SPITE  OF 
INTERVENTION 
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In  the  middle,  and  by  far  the  larger  portion  of  the  curve,  we  find 
those  individuals  or  problems  that,  with  a  little  bit  of  help,  can 
change.   Unfortunately,  we  tend  to  focus  our  attention  on  problem 
patients  or  behaviors, as  that  has  been  our  orientation,  or  on  the 
successes  to  keep  from  getting  discouraged  and  "burned  out."  Staff 
should  focus,  instead,  on  those  patients  who  can  gain  the  most  from 
effective  intervention. 

When  working  in  problem  situations,  check  to  see  if  you  are 
applying  the  basic  care  planning  concepts. 


Are  you  building  on  the  strengths  of  the  patient? 


Did  you  involve  the  patient  from  the  beginning 


Are  the  goals   reasonable? 


Did  you  break  goals  into  small  steps? 


Is  it  c\ear  ^ihQ  will  do  what  and  when? 


o 
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YOUR  IDEAS  FOR  DEALING  WITH  PROBLEM  BEHAVIORS 


■INSTRUCTIONS. 


Below  are  several   statements  describing  problem 


behaviors   that  will  probably  look  familiar.      Describe  ways   that   you 
have  dealt     with  these  behaviors  in   the  past  or  how  you  might   deal 
with  them  should  they  occur. 


PROBLEM 


YOUR  IDEAS  i.e.  What  did  you  do? 


1.   The  patient  is  always  late  or 
fails  to  show  up  for  his/her 
treatment. 


2.   The  patient  won't  talk  to  me 
about  his/her  strengths,  needs 
or  problems. 


3.   The  patient  complains  when  I 
insert  the  dialysis  needles. 


4.   The  patient  is  unrealistic 

about  his/her  goals  -  sets  them 
too  high. 


5.   The  patient  consistently  gains 

to  much  weight  between  treatments, 


GO  AROUND   THE   GROUP  AND  DISCUSS   YOUR  SOLUTIONS.       IDENTIFY  MORE  EFFECTIVE 
WAYS   TO  DEAL  WITH  PROBLEMS   LIKE   THESE  IN   THE   FUTURE. 
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SUGGESTIONS  FOR  DEALING  WITH  PROBLEM  BEHAVIORS 

1.  STATE  THE  PROBLEM  CLEARLY   (In  behavioral  terms) 

i.e.  the  patient  curses  the  nurse  and  refuses  to  wash  his  arm. 

2.  ASK  WHY?   (Patients  opinion  and  staff  impression) 

i.e.  The  patient  says  "He  doesn't  feel  well  and  thinks  he  is  being 
rushed."  The  nurse  feels  that  the  patient  is  being  selfish  and 
wants  more  attention  for  himself. 

3.  UNDER  VBPT   CONDITION  DOES  IT  OCCUR  MOST? 

a)  When  the  patient  arrives  late. 

b)  When  a  staff  member  is  out  and  those  present  have  an  increased  load. 

c)  When  his  weight  gains  are  higher. 

d)  When  he  doesn't  sit  near  Mr.  Jones. 

4.  UNDER  WHAT  CONDITIONS  DOES  IT  LEAST  OCCUR? 

a)  When  he  comes  early  and  is  put  on  first. 

b)  When  he  can  talk  with  Mr.  Jones. 

c)  When  his  weight  gains  are  appropriate. 

d)  When  the  nurse  has  time  to  talk  while  she  is  putting  him  on  dialysis. 

e)  When  he  drives  himself  to  the  unit. 

Review  all  of  the  conditions  when  the  problems  are  least  likely  to 
occur  and  try  to  determine  ways  to  increase  the  frequency  of  the  conditions 
or  improve  the  quality(do  it  differently  or  better).   i.e.  Could  the  patient 
come  earlier  or  later  to  avoid  feeling  rushed?   If  he  can  drive,  he  feels 
less  pushed  by  time.   Can  he  always  sit  near  Mr.  Jones? 

Review  the  patients  strengths  and  try  to  determine  if  there  are  some 
other  strengths  or  resources  that  can  be  used  to  help  increase  the  frequency 
of  improve  the  quality  of  the  positive  behavior;  i.  e.  improved  dietary  con- 
trol, read  while  he  is  waiting  to  begin,  talk  to  another  patient. 

When  you  review  the  problems  or  goals  you  have  been  working  on,  be  sure 
they  are  meaningful,  achievable  and  broken  into  small  steps. 
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REMEMBER  THREE  RULES 
FOR   DEALING  WITH 
PROBLEM  BEHAVIORS 


TALK  ABOUT  GOALS, 
NOT  PROBLEMS. 


DISPLACE  PROBLEM 
BEHAVIOR  WITH 
POSITIVE  BEHAVIOR. 


IFAT  FIRST  YOU 
DONT  SUCCEED, 

TRITA  SMALLER  GOAL 
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FOCUS  ON  THE  TIME  AMD 
CONDITIONS  WHEN  IT  IS  LESSQFj 
A  PROBLEM. m"^ 

PRACTICE  IS  DEALING  WITH  A  PROBLEM  BEHAVIOR 

INSTRUCTIONS :     Someone  in  the  group  should  present  a  problem 
behavior.      As  a  group  or  individually  plan  alternative  ways 
to  work  with  this  patient.      The  format  below  will   guide 
your  discussion. 


1.   Describe  the  problem: 


2.   What  reasons  do  the  patient  and  others  give  for  the 
problemT  . 


3.   Under  what  conditions  does  it  occur  most? 

I  ^ '. 


4.   Under  what  conditions  does  it  occur  least? 


5.   If  a  plan  is  already  in  progress,  is  it  possible  to  break  the  goal  into 
smaller  or  less  difficult  tasks?  How? 


6.   How  can  you  increase  the  frequency  or  the  quality  of  the  positive  behavior? 


7.   After  reviewing  the  patient's  strength  list,  what  additional  ideas  can  be 
used  to  help  increase  the  positive  behaviors? 


8.   Once  you  have  identified  the  most  effective  idea,  describe  in  one  or  two 
sentences  what  you  plan  to  do.  ^^^ 


k 
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THESE  SUGGESTIONS  WILL  NOT  SOLVE 
ALL  OF  YOUR  PROBLEMS.   HOWEVER,  YOU 
CAN  SET  SOME  POSITIVE  GOALS  WITH 
EVERY  PATIENT  AND  OFTEN  THESE  WILL 
HELP  A  GREAT  DEAL  IN  REDUCING  PRO- 
BLEM BEHAVIORS. 

The  following  are  some  additional 
ideas  that  we  have  found  especially 
helpful  in  working  patients  who  mani- 
pulate, deny  or  refuse  to  acknowledge 
problems,  or  %/ho  may  lack  the  mental 
capacity  to  understand.   These  ideas 
are  based  on  teaching  consequences  to 
the  patient. 
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TEACHING   CONSEQUENCES 

Many  people  who  get  into  serious  difficulty  or  whose  lives  are 
marked  with  repeated  problems  are  reasonably  aware  that  certain  condi- 
tions or  certain  behaviors  will  result  in  additional  problems  for 
themselves.   ESRD  patients  are  particular ily  aware  of  the  consequences 
of  excessive  fluid  intake  or  failure  to  show  up  on  time  for  their  treat- 
ment.  But  for  the  most  part,  they  fail  to  recognize  the  impact  of  such 
behaviors  on  all  aspects  of  their  life. 

Consequences  will  vary  from  one  person  to  another  so  specific  conse- 
quences of  inappropriate  or  appropriate  behavior  should  be  spelled  out 
to  teach  each  patient  to  understand  the  effect  of  a  behavior  on  them. 
By  pointing  out  the  positive  consequences  of  a  positive  behavior  or 
visa  versa,  we  can  help  patients  select  more  desirable  behaviors.   By 
showing  a  patient  his/her  role  in  effecting  consequences,  he/she  is  more 
likely  to  make  appropriate  modifications. 

For  example:   John  T.  is  a  19  year  old  who  has  been  on  dialysis  for  six 
months.   He  lives  at  home  with  his  parents  and  sister  having  to  drop  out 
of  technical  school  His  family  is  interested  in  his  treatment  and  visits 
the  center  to  learn  about  diet  restrictions.   The  physician  indicated  that 
if  John  will  stabilize  and  keep  weight  gains  to  5  pounds  between  treat- 
ments he  will  recommend  a  transplant  evaluation.   John's  sister  is  a  poten- 
tial donor.   John  currently  gains  up  to  12  pounds  between  treatments.   He 
has  his  own  car  but  has  felt  too  poorly  to  drive  to  treatment  alone.   In 
the  past  he  has  enjoyed  being  outside  and  was  on  a  bowling  team,   Mrs.  T. 
does  most  of  the  meal  preparation,  but  John  eats  between  meals  quite  often 
and  shows  little  interest  in  his  diet. 

We  used  the  following  chart  to  illustrate  to  John  the  impact  of  his 
overeating  and  potential  impact  of  staying  on  the  required  diet.   The 
minus  two  (-2)  column  illustrates  the  worst  possible  consequences  of  con- 
tinuing his  behavior  and,  conversely,  the  plus  two(+2)  column  illustrates 
positive  effects  of  positive  behavior.   John  is  currently  at  the  -1  level. 
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FIVE 


SELF  ASSESSMENT,  IMPLEMENTATION 
AND  REASSESSMENT 


IN  THIS  SECTION  YOU  WILL: 


REVIEW  THE  CARE  PLANNING  PROCESS 

DISCUSS  CARE  PLANNING  FOR  PATIENTS  DIALYZING  AT 
HOME,  LIVING  WITH  A  TRANSPLANT  OR  IN  THE  HOSPITAL 

ASSESS  YOUR  FACILITY'S  CARE  PLANNISG  ACTIVITIES 

REVIEW  IMPLEMENTATION  STRATEGIES 

PERFORM  A  FOLLOW-UP  ASSESSMENT 


SECTION  FIVE 


INTRODUCTION 

This  concluding  section  of  the  manual  should  be  of  assistance 
in  implementing  modifications  to  the  approaches  you  are  currently  using 
for  assessment,  long  term  program  development  and  treatment  selection, 
and  patient  care  planning. 

The  overall  planning  process  will  be  reviewed  followed  by  suggestions 
on  how  to  apply  the  process  to  patients  who  are  dialyzing  at  home,  living 
with  a  transplant  and  hospitalized. 

Then  you  will  review  your  current  care  planning  process  and  method  of 
documentation,  identifying  the  planning  activities  that  are  going  well 
and  the  individuals  on  the  staff  who  are  particularily  effective  in  work- 
ing with  patients  or  writing  care  plans. 

Several  suggestions  will  be  made  to  assist  you  in  strengtheni«ng  your 
care  planning  activities.  We  will  review  some  of  the  resistance  or  pro- 
blems you  may  encounter  when  you  implement  changes  in  your  care  planning 
activities. 

The  final  portion  of  this  section  is  devoted  to  a  detailed  assessment 
instrument  derived  from  the  federal  regulations  themselves.   After  you 
have  implemented  changes  in  your  planning  process,  you  may  wish  to  use 
this  instrument  to  be  sure  you  have  addressed  the  various  components  of 
the  regulations. 
REMEMBER : 

THE  PURPOSE  OF  THE  REGULATIONS  AND  THIS  MANUAL  IS  TO  INSURE 
THAT  PATIENTS  HAVE  AN  OPPORTUNITY  TO  PARTICIPATE  IN  PLANNING 
FOR  THEIR  CARE  TO  INCLUDE  THE  SELECTION  OF  TREATMENT  MODALITY 
AND  THAT  EFFORTS  ARE  BEING  MADE  TO  ENCOURAGE  PATIENT 
REHABILITATION. 

For  those  patients  who  can't  actively  participate  because  of  severe 
illness,  we  still  need  to  include  their  interests  and  preferences  and 
maintain  their  respect  and  dignity. 
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JTEPS  I 


NOW  LET'S  REVIEW  THE  BASIC   STEPS 
INVOLVED    IN  THE  OVERALL  CARE         | 
PLANNING     PROCESS. 


Summary  Assessment 


Long  Term  Program 


iPatient  Care  PlanI 


IGoal  Plan 


Evaluation 


Develop  an  interdisciplinary, 
patient-oriented,  strengths/ 
needs  list. 


Review  the  assessment  data. 

Identify  the  patient's  long 
term  goals . 

Select  the  treatment  modality, 


Establish  reasonable  short 
term  goals. 

Be  specific  about: 
patient  goals  , 
staff  responsibilities  and 
target  dates. 

Use  clear  language. 


Develop  steps  to  show  how  staff 
will  help  the  patient  reach  his/her 
goal. 

Write  an  initial  note  explaining 
the  goal. 


Review  the  plans  to  identify 
progress  or  needed  changes , 
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CARE  PLANS  FOR: 

Home,  Transplanted  or  Hospitalized  Patients 


HOW  CAN  WE  DEVELOP  CARE  PLANS  FOR  HOME  PATIENTS,  WHEN  WE  DON'T  SEE  THEM 

VERY  OFTEN? 

Since  this  approach  to  care  planning  emphasized  the  patient's  goals, 
it  is  especially  effective  in  working  with  the  patient  who  has  selected 
home  dialysis.   Each  time  you  see  the  patient  for  a  follow-up  visit,  you 
can  review  his  progress  based  on  the  goals  set  at  the  previous  visit  and 
make  appropriate  modification  in  the  plan  with  him/her. 


WHAT  ABOUT  TRANSPLANT  PATIENTS?  DO  THEY  NEED  CARE  PLANS,  TOO? 

At  least  initially,  patients  who  have  received  a  transplant  have 
very  specific  regimens  to  follow  regarding  care  of  their  incision, 
medications  and  diet.   They  also  have  procedures  to  follow  when  speci- 
fic problems  occur.   Most  patients  would  appreciate  a  carefully  written 
plan  that  describes  exactly  what  they  are  to  do  and  what  you  will  be 
doing  to  assist  them. 

WHAT  IS  THE  ROLE  OF  STAFF  IN  ACUTE  CARE /HOSPITAL  SETTINGS  REGARDING 

CARE  PLANNING  ACTIVITIES? 

Whenever  possible  staff  of  acute  care  units  should  have  access  to 
existing  care  plans  so  they  can  encourage  progress  when  possible  in  the 
hospital  setting.   In  addition,  the  acute  care  staff  frequently  works 
with  the  patient  before  he/she  actually  begins  chronic  dialysis.  During 
this  initial  period,  staff  can  be  very  helpful  in  Identifying  strengths 
and  needs.   If  the  patient  is  involved  in  his  program  early  in  his  ill- 
ness, he  is  more  likely  to  remember  relevant  information  about  his  /her 
strengths  and  personal  goals  strengthening  the  potential  for  the  develop- 
Bient  of  a  relevant  long  term  program  including  long  term  goals. 


106 


f 


SELF  ASSESSMENT 

In  Section  One  of  the  manual  we  reviewed  the  application  of  the 
basic  care  planning  concepts  that  should  be  applied  to  any  care  plan- 
ning activities.   Now  you  will  have  an  opportunity  to  review  the 
status  of  the  planning  process  in  your  facility,  guided  by  an  aware- 
ness of  the  basic  concepts.   Due  to  the  problem  orientation  of  most 
staff,  you  may  have  a  tendency  to  look  at  all  of  the  things  that  might 
be  WRONG  with  your  planning  activities  instead-  of  focusing  on  the 
POSITIVE  activities.   You  will  find  that  modifications  in  your  program 
are  easier  if  you  begin  with  the  things  you  are  already  doing  that  you 
feel  should  be  continued. 


IF  WB  WANT  TO  HBLP  STAFF 
TO  DO  GOAL  PLANNiNG,  W£  SHOULD 
lEMPHASIZE  WHATTHB/'pE  DOING 
RIGHT    > 1  j 


^^ 


yoo'vT\ 


GOT 


•  • 


107 


ASSESSMENT  OF  PLANNING  ACTIVITIES  AT  YOUR  FACILITY 

INSTRUCTIONS :      You  may   use   the  following  form  individually   to  review  planning 
activities  at  your  facility.      Then  discuss  your  comments  with  the  group. 
First   talk  about  STRENGTHS  and  develop  a   complete  list.      Do  the  same  with 
NEEDS  or  PROBLEMS .      You  might  find  it  helpful   to  review  some  patient   records, 
as  you  do  this  exercise.      Identify  by  name  staff  members   that  have  either 
written  particularily  effective  plans  or  that   you  have  seen  work  especially 
well   with  patients . 


STRENGTHS 


NEEDS /PROBLEMS 


ASSESSMENT  DATA 


LONG  TERM  PROGRAMS 


PATIENT  CARE  PLANS 


INDIVIDUALIZED  GOAL  PLANS 


EVALUATION 
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ONE  MORE  THING.    YOUR 
REVIEW  SHOULD  FOCUS  ON  WHAT 
IS  HAPPENING  TO  PATIENTS.  NOT 
JUST  PAPERWORK  OR  ACTIVITIES. 
LOOK  FOR  A"RECORD"OF  WHAT 

HAS  HAPPENED  AS  YOU  DO 
YOUR    REVIEW. 


I 


THIS  APPfWACH 
TO  PLANNING  LOOKS  LIKB 
A  GOOD  IDEA. 


n'SNOTVBRYNBV/. 
m'VBBBeNDOlHG 
THESE  THINGS  ALL 
ALONG. 


V/HAT 
THINGS? 


THOSBFNi  FOINTS  Of  GOOD 
FLANNim-l  USUALLV  TRY  TO 
/MVOLVE  THe  PATIBNT.  I  OFTEN 
SET  REASONABLE  GOALS  WITH 
PAVBNTSMO  I BVEN  SOMBTItfiBS 
SET  DEADLIfiES  AND  WRITE  OUT 
KHAT  THE  PATiBHTAND  STAFF  ARE 
SUPPOSED  TO  DO. 


[     SURE,WEDOTHfS£TWWGS 
I    SOMETIMES,  BUT VOT  ALL 
THE  TIME  AND  NOT  W/TH 


REGULfiR.  PLANNIH6  CAaTN 
HELP  US  00  THESE  Trt/NGS 
ALJ^  THE  TIfAB.  ) 
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IMPLEMENTING  CHANGES 

REMEMBER  THE  GOAL  PLANNING  STRATEGIES  AS  YOU  DEVELOP  YOUR  PLAN 
TO  IMPLEMENT  CHANGES  IN  CARE  PLANNING  ACTIVITIES  IN  YOUR  FACILITY. 

1.  INVOLVE  THE  STAFF  FROM  THE  BEGINNING  -  in  assessing  needs,  selec- 
ting priorities  and  identifying  small  steps  to  be  achieved. 

2.  BUILD  ON  THE  STRENGTHS  OF  YOUR  STAFF  AND  YOUR  CURRENT  SYSTEM 
Don't  throw  the  baby  out  with  the  bath!   Strengthen  the  good 
parts  of  your  program.   Encourage  participation  by  interested 
staff. 

3.  SET  REASONABLE  GOALS  -  Rome  wasn't  built  in  a  day.  Take  your 
time  and  work  in  small  steps.  Start  with  your  less  difficult 
patients  and  your  more  interested  staff  members. 

A.   IDENTIFY  CLEARLY  WHO  WILL  DO  WHAT  AND  WHEN  -  Who  will  call  the 
meetings,  set  up  training  for  staff  and  patients?  When  will 
meetings  be  held?  Encourage  staff  to  select  the  areas  in  which 
they  have  the  greatest  interest. 


REMEMBER:   CARE  PLANNING  IS  A  TEAM  ACTIVITY.   EFFECTIVE 
PLANS  CANNOT  BE  DEVELOPED  IF  YOU  WORK  WITH  THE  PATIENT  BY 
YOURSELF  
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ADDITIONAL  IDEAS  FOR  SUCCESSFUL  IMPLEMENTATION 

1.  LEADERSHIP  SUPPORT  MUST  BE  CLE/Jl  AND  CONSISTENT.   Medical  directors 
and  nursing  supervisors  must  be  involved  from  the  beginning.   Again 
point  out  the  advantages,  especially  as  they  relate  to  improved 
use  of  staff  time,  staff  and  patient  accomplishments,  documentation 
and  certification  activities.   Implementation  plans  should  be  shared 
with  all  staff  in  writing  if  at  all  possible. 

2.  SUPERVISORS  MUST  TAKE  AN  ACTIVE  ROLE  by  providing  the  day-to-day 
support  and  encouragement  to  other  staff.   They  can  positively  effect 
implementation  by  focusing  on  quality  not  quantity  of  accomplishments 
and  minimizing  attention  given  to  crises. 

3.  IMPLEMENT  A  MONITORING  AND  EVALUATION  SYSTEM  to  insure  that  recofe.  - 
tion  is  given  to  individual  activities  of  staff  and  patients.   This 
kind  of  support  increases  the  effectiveness  and  efficiency  of  the 
system  and  avoids  or  minimizes  staff  discouragement,  feelings  of 
abondonment  and  "burn  out"  which  often  result  from  lack  of  positive 
recognition  of  achievements. 

4.  IMPLEMENTATION  SHOULD  BE  PRESENTED  AS  A  LIST  OF  IDEAS  which  can  be 
integrated  into  current  programs,  which  reduces  resistance.   Try  to 
incorporate  changes  into  your  present  record  system  rather  than 
require  major  revisions. 

5.  SET  PRIORITIES.  Just  as  with  goal  attainment  for  patients,  don't  try 
to  do  everything  at  once.  Start  with  those  changes  that  are  easiest 
to  implement  and  for  which  you  have  consensus  among  the  staff. 
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RESISTANCE  TO  CARE  PLANNING 

HERE  ARE  SOME  ARGUMENTS  THAT  PEOPLE  SOMETIMES  MAKE  AGAINST  INDIVIDUALIZED 
CARE  PLANNING.   WE  THOUGH  IT  MIGHT  BE  HELPFUL  TO  HAVE  SOME  POSSIBLE  ANSWERS 
TO  THESE  ARGUMENTS  BEFORE  YOU  GET  STARTED. 


"WE  DON'T  HAVE  ENOUGH  TIME" 


"Our  staff  is  so  busy  now  that  we  can't  possibly  ask  them  to  write  indivi- 
dualized  plans  for  all  of  our  patients. 

1.  You  can  start  with  one  or  two  goals  for  each  patient. 

2.  The  care  plan  may  contain  several  goals  but  you  don't  have  to  initiate 
work  on  them  all  at  the  same  time.   Try  one  goal  per  patient  per  month. 

3.  Implement  gradually.   We  must  set  reasonable  goals  for  ourselves  as 
well  as  for  patients. 

4.  More  work  is  required  to  set  up  a  new  program  than  to  maintain  it. 
Once  the  new  routines  are  established,  extra  work  will  diminish.- 

5.  By  planning  rather  than  responding  to  crises,  you  will  ultimately  save 
a  great  deal  of  time. 

6.  Begin  with  each  new  admission. 
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"STAFF  GROUPS  WON'T  WORK  TOGETHER" 


"Different  disciplines  sometimes  have  difficulty  working  together 
and  when  we  are  able  to  hold  a  team  meeting,  there  isn't  enough  time  to 
develop  plans  for  all  of  the  patients." 

1.  By  focusing  on  the  patient  and  his  needs  rather  than  individual 
discipline  priorities,  cooperation  is  likely  to  increase. 

2.  Either  rotate  leadership  at  the  meetings  or  select  a  leader  who 

has  the  respect  of  everyone  on  the  team  and  understands  the  planning 
process  well. 

3.  Only  jplan  for  a  few  patients  at  each  meeting  setting  aside  some  time 
for  revision  of  plans  that  are  in  process  and  need  modification. 

4.  Set  limits  for  the  time  devoted  to  discussing  each  patient. 

5.  Do  as  much  work  outside  the  meeting  as  possible,  i.e.  assessment 
summaries  and  initial  goal  selections.   Finalize  plans  after  the  meeting. 

6.  Divide  up  the  work  -  have  each  staff  member  usually  a  nurse,  assume  a 
coordinating  responsibility  for  a  small  number  of  patients. 

7.  Some  facilities  have  found  it  helpful  to  have  two  meetings:   One  for 
administrative  problems  and  the  other  for  individual  patient  care  planning. 
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"  WE  ALL  HAVE  DIFFERENT  SCHEDULES  AND  WORK  IN  DIFFERENT  PLACES  " 


"  Coordinating  the  different  schedules  of  patients  and  staff  members 
makes  it  difficult  to  coordinate  care  planning  activities. 

1.  Have  the  patient  carry  a  copy  of  his/her  plan  to  show  to  other  staff 
members  who  are  working  with  him/her  or  include  the  plan  on  the  dialysis 
flow  chart  so  it  can  be  reviewed  at  each  treatment. 

2.  Copies  of  the  plans  could  be  "mailed"  to  other  disciplines  that  work 
with  the  patient. 

3.  In  the  method  section  of  the  plan,  identify  the  person  responsible  for 
sharing  the  plan  with  others  who  need  to  be  aware  of  it. 

4.  Set  aside  a  specific  time  for  all  staff  to  meet  and  review  plans, 
especially  for  those  patients  who  require  coordinated  assistance  from 
several  staff  members  at  the  same  time. 

5.  Be  sure  to  write  in  clear  language  so  anyone  reading  the  plan  will  be 
able  to  identify  what  the  patient  is  doing,  who  is  helping  and  how  they 
are  helping. 
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"STAFF  TEND  TO  RESIST  NEW  PROGRAMS" 


■"  '^B 


'"d^:^ 


"When  everyone  is  confused  about  the  direction  of  the  agency  or  of 
their  responsibilities,  they  may  resist  starting  a  new  program." 

1.  Let  the  staff  know  that  everyone  tends  to  be  apprehensive  about  a 
new  program,  but  encourage  them  to  give  it  a  try  before  discount- 
ing it. 

2.  Set  modest  goals  for  modifying  your  care  planning  activities.  Hav- 
ing one  phase  of  the  program  improve  may-  help  reduce  fears  about 
changing  other  activities. 

3.  Focus  on  those  staff  members  that  are  informal  leaders  among  staff 
as  they  can  have  considerable  influence  on  others. 

4.  Review  job  descriptions  to  determine  each  employee's  role  in  care 
planning  and,  at  the  same  time,  be  firm  in  expecting  those  who  are 
responsible  for  care  planning  to  do  their  work. 

5.  The  best  motivation  is  positive  recognition  from  supervisors  and 
pride  In  seeing  patients  change.   It  encourages  other  staff  members 
to  become  committed  to  care  planning  activities. 

6.  Stress  the  advantages  of  effective  planning  with  patients. 

7.  Identify  a  pilot  group  to  participate  in  the  initial  training  and 
Implementation  of  revised  planning  activities 

8.  Keep  the  focus  on  the  patient  and  his/her  needs. 
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HERE  ARE  SOME  WAYS  THAT  GOAL 
PLANNING  CAN  HELP  YOU 


WITH  GOAL /CARE  PLANS  ANYONE  CAN 
UNDERSTAND  THE  PATIENTS  PROGRAM 
VERY  QUICKLY  AND  EASILY 


r^^ 


CAREFUL  PLANNING  CAN  HELP 
CONSCIENTIOUS  STAFF  DO  AN 
EVEN  BETTER  JOB  AND  IT  WILL 
CRYSTALIZE  THEIR  ACHIEVE- 
MENTS WITH  PATIENTS 


THE  BEAUTY  OF  EFFECTIVE  PLANNING  IS 
ITS  SIMPLICITY.   IT  CAN  BE  EASILY 
LEARNED  AND  USED  BY  ALL. STAFF, 
PATIENTS  AND  THEIR  FAMILIES. 


CONTINUITY  OF  SERVICE  IS 
IMPROVED  WHEN  EVERYONE  - 
PROFESSIONALS,  NON-PROFESSIONALS 
OTHER  AGENCY  STAFF,  VOLUNTEERS- 
UNDERSTANDS  THE  PLAN. 


CARE  PLANNING  HELPS  AVOID  BEING 
SIDETRACKED  INTO  ATTENDING  ONLY 
TO  CRISIS  ISSUES.   DEADLINES  INSURE 
THAT  ALL  GOALS  RECEIVE  PROPER  ATTENTION, 


APPROPRIATE  CARE  PLANS  PROVIDE 
THE  FACILITY  WITH  ESSENTIAL 
DOCUMENTATION  FOR  CONTINUED 
CERTIFICATION  IN  THE  ESRD  PRO- 
GRAM AND  POSSIBLE  LEGAL  ACTIONS. 


A  CLEARLY  WRITTEN  PLAN  PROVIDES  A 
RECORD  OF  BOTH  PATIENT  AND  STAFF 
ACCOMPLISHMENTS. 
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FACILITY  IMPLEMENTATION  PLAN 

Now  that  you  have  identified  the  STRENGTHS  and  NEEDS /PROBLEMS  in  your 
program  and  have  some  ideas  about  implementation,  develop  a  plan  for  imple- 
menting the  changes  that  are  needed  on  your  facility. 
REMEMBER: 

CLEARLY  IDENTIFY  THE  CHANGES  BY  WRITING  AN  OUTCOME  GOAL. 


1. 
2. 
3. 


IDENTIFY  WHO  WILL  BE  RESPONSIBLE  FOR  EACH  GOAL. 

SET  TARGET  DATES  FOR  STARTING  AND  COMPLETING  EACH  GOAL. 


A.   BUILD  ON  STRENGTHS  WHENEVER  POSSIBLE. 

INSTRUCTIONS :   Work  together  as  a  group  and  identify  what  you  want  do 
(SHORT  TERM  GOALS),    who  will   do  what (METHOD) ,    when   they   will    start (TARGET 
STARTING  DATE)    and  when   you  expect   the  goal   to  be  achieved (TARGET  COMPLETION 
DATE.) 


SHORT  TERM  GOALS 


>TilSfSc 


METHODS 


C0M?fe|S5SN 


REVIEW  YOUR  FACILITY  ASSESSMENT  TO  BE   SURE  YOU  HAVE  ADDRESSED 
AS  MANY  OF  THE  NEEDS /PROBLEMS  AS   POSSIBLE   IN  YOUR  PLAN. 
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FOLLOW-UP  ASSESSMENT 


The  purpose  of  this  final  section  of  the  manual  is  to  provide  an 
opportunity  to  assess  your  compliance  with  federal  regulations  by  re- 
viewing the  documentation  in  patient  records.   While  many  facilities 
are  taking  the  standards  into  account  in  patient  care  policies  and 
their  work  with  patients,  documentation  does  not  reflect  this  compliance. 

In  the  tables  that  follow,  the  regulations  are  stated  essentially 
verbatum  followed  by  a  list  of  questions/criteria  that  may  be  considered 
during  a  survey  visit.   The  criteria  may  not  be  the  same  as  those 
applied  by  surveyors;  however,  they  can  provide  some  insights  to  acti- 
vities that  can  strengthen  care  planning  activities  in  your  facility. 

Do  not  initiate  this  assessment  until  your  have  initiated  changes 
in  your  care  planning  activities  based  on  staff  training  and  the  work 
done  to  complete  the  first  four  sections  of  this  manual. 

COMPLETE  THIS  ASSESSMENT  ABOUT  SIX  MONTHS  AFTER  YOU  HAVE  IMPLEMENTED  CHANGES, 
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INSTRUCTIONS :   Meet   together  with  a   copy  of  patient   care  policies  and 
some  patient  records.      Discuss  each  standards  and  the  suggested  criteria. 
After  you  agree  on   the  interpretation  of  each  criteria,   reach  concensus 
on   your   level   of  compliance  and  identify  documentation   to  confirm  your 
decision.      Indicate  where  you  found  the  documentation ,   as  well   as   the 
form  and  quality  of  the  documentation.      You  may  also  wish   to  note 
changes  or  improvements   that  may  be  considered  in   the  future. 

DON'T  FORGET  TO  LOOK  AT  YOUR  PATIENTS.   HOW  HAVE  THEY  IMPROVED 
SINCE  YOU  INITIATED  CHANGES  IN  YOUR  CARE  PLANNING  ACTIVITIES? 


Once  you  have  completed  the  assessment,  you  may  wish  to  review 
the  manual  placing  emphasis  in  areas  of  weakness  identified  during  your 
assessment.  You  may  also  wish  to  share  your  assessment  with  surveyors. 
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